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ABSTRACT

Background

Child sexual abuse is a significant global problem in both magnitude and sequelae. The most widely used primary prevention strategy
has been the provision of school-based education programmes. Although programmes have been taught in schools since the 1980s, their
effectiveness requires ongoing scrutiny.

Objectives

To systematically assess evidence of the effectiveness of school-based education programmes for the prevention of child sexual abuse.
Specifically, to assess whether: programmes are effective in improving students' protective behaviours and knowledge about sexual abuse
prevention; behaviours and skills are retained over time; and participation results in disclosures of sexual abuse, produces harms, or both.

Search methods

In September 2014, we searched CENTRAL, Ovid MEDLINE, EMBASE and 11 other databases. We also searched two trials registers and
screened the reference lists of previous reviews for additional trials.

Selection criteria

We selected randomised controlled trials (RCTs), cluster-RCTs, and quasi-RCTs of school-based education interventions for the prevention
of child sexual abuse compared with another intervention or no intervention.

Data collection and analysis

Two review authors independently assessed the eligibility of trials for inclusion, extracted data, and assessed risk of bias. We summarised
data for six outcomes: protective behaviours; knowledge of sexual abuse or sexual abuse prevention concepts; retention of protective
behaviours over time; retention of knowledge over time; harm; and disclosures of sexual abuse.

Main results

This is an update of a Cochrane Review that included 15 trials (up to August 2006). We identified 10 additional trials for the period to
September 2014. We excluded one trial from the original review. Therefore, this update includes a total of 24 trials (5802 participants). We
conducted several meta-analyses. More than half of the trials in each meta-analysis contained unit of analysis errors.

School-based education programmes for the prevention of child sexual abuse (Review) 1
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1. Meta-analysis of two trials (n = 102) evaluating protective behaviours favoured intervention (odds ratio (OR) 5.71,95% confidence interval
(Cl) 1.98 to 16.51), with borderline low to moderate heterogeneity (Chi? = 1.37, df = 1, P value = 0.24, 1 = 27%, Tau? = 0.16). The results did
not change when we made adjustments using intraclass correlation coefficients (ICCs) to correct errors made in studies where data were
analysed without accounting for the clustering of students in classes or schools.

2. Meta-analysis of 18 trials (n = 4657) evaluating questionnaire-based knowledge favoured intervention (standardised mean difference
(SMD) 0.61, 95% CI 0.45 to 0.78), but there was substantial heterogeneity (Chi? = 104.76, df = 17, P value < 0.00001, I? = 84%, Tau? = 0.10).
The results did not change when adjusted for clustering (ICC: 0.1 SMD 0.66, 95% Cl 0.51 to 0.81; ICC: 0.2 SMD 0.63, 95% CI 0.50 to 0.77).

3. Meta-analysis of 11 trials (n =1688) evaluating vignette-based knowledge favoured intervention (SMD 0.45,95% Cl 0.24 to 0.65), but there
was substantial heterogeneity (Chi* = 34.25, df = 10, P value < 0.0002, I> = 71%, Tau® = 0.08). The results did not change when adjusted for
clustering (ICC: 0.1 SMD 0.53, 95% Cl 0.32 to 0.74; ICC: 0.2 SMD 0.60, 95% CI 0.31 to 0.89).

4. We included four trials in the meta-analysis for retention of knowledge over time. The effect of intervention seemed to persist beyond
the immediate assessment (SMD 0.78, 95% Cl 0.38 to 1.17; I? = 84%, Tau?=0.13, P value = 0.0003; n = 956) to six months (SMD 0.69, 95% Cl
0.51 to 0.87; 1 = 25%; Tau® = 0.01, P value = 0.26; n = 929). The results did not change when adjustments were made using ICCs.

5. We included three studies in the meta-analysis for adverse effects (harm) manifesting as child anxiety or fear. The results showed no
increase or decrease in anxiety or fear in intervention participants (SMD -0.08, 95% CI -0.22 to 0.07; n = 795) and there was no heterogeneity
(1*=0%, P value = 0.79; n=795). The results did not change when adjustments were made using ICCs.

6. We included three studies (n = 1788) in the meta-analysis for disclosure of previous or current sexual abuse. The results favoured
intervention (OR 3.56, 95% Cl 1.13 to 11.24), with no heterogeneity (1> = 0%, P value = 0.84). However, adjusting for the effect of clustering
had the effect of widening the confidence intervals around the OR (ICC: 0.1 OR 3.04, 95% Cl 0.75 to 12.33; ICC: 0.2 OR 2.95, 95% CI 0.69
to 12.61).

Insufficient information was provided in the included studies to conduct planned subgroup analyses and there were insufficient studies
to conduct meaningful analyses.

The quality of evidence for all outcomes included in the meta-analyses was moderate owing to unclear risk of selection bias across most
studies, high or unclear risk of detection bias across over half of included studies, and high or unclear risk of attrition bias across most
studies. The results should be interpreted cautiously.

Authors' conclusions

The studies included in this review show evidence of improvements in protective behaviours and knowledge among children exposed to
school-based programmes, regardless of the type of programme. The results might have differed had the true ICCs or cluster-adjusted
results been available. There is evidence that children's knowledge does not deteriorate over time, although this requires further research
with longer-term follow-up. Programme participation does not generate increased or decreased child anxiety or fear, however there is a
need for ongoing monitoring of both positive and negative short- and long-term effects. The results show that programme participation
may increase the odds of disclosure, however there is a need for more programme evaluations to routinely collect such data. Further
investigation of the moderators of programme effects is required along with longitudinal or data linkage studies that can assess actual
prevention of child sexual abuse.

PLAIN LANGUAGE SUMMARY

School-based programmes for the prevention of child sexual abuse
Background and review question

School-based education programmes for the prevention of child sexual abuse have been implemented on a large scale in some countries.
We reviewed the evidence for the effectiveness of these programmes in the following areas: (i) children's skills in protective behaviours; (ii)
children's knowledge of child sexual abuse prevention concepts; (iii) children's retention of protective behaviours over time; (iv) children's
retention of knowledge over time; (v) parental or child anxiety or fear as a result of programme participation; and (vi) disclosures of past
or current child sexual abuse during or after programmes. The evidence is current to September 2014.

Study characteristics

This review included 24 studies, conducted with a total of 5802 participants in primary (elementary) and secondary (high) schools in the
United States, Canada, China, Germany, Spain, Taiwan, and Turkey. The duration of interventions ranged from a single 45-minute session
to eight 20-minute sessions on consecutive days. Although a wide range of programmes were used, there were many common elements,
including the teaching of safety rules, body ownership, private parts of the body, distinguishing types of touches and types of secrets,
and who to tell. Programme delivery formats included film, video or DVD, theatrical plays, and multimedia presentations. Other resources
used included songs, puppets, comics, and colouring books. Teaching methods used in delivery included rehearsal, practice, role-play,
discussion, and feedback.

School-based education programmes for the prevention of child sexual abuse (Review) 2
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Key results

This review found evidence that school-based sexual abuse prevention programmes were effective in increasing participants' skills in
protective behaviours and knowledge of sexual abuse prevention concepts (measured via questionnaires or vignettes). Knowledge gains
(measured via questionnaires) were not significantly eroded one to six months after the intervention for either intervention or control
groups. In terms of harm, there was no evidence that programmes increased or decreased children's anxiety or fear. No studies measured
parental anxiety or fear. Children exposed to a child sexual abuse prevention programme had greater odds of disclosing their abuse than
children who had not been exposed, however we were more uncertain about this effect when the analysis was adjusted to account for the
grouping of participants in classes or schools. Studies have not yet adequately measured the long-term benefits of programmes in terms
of reducing the incidence or prevalence (or both) of child sexual abuse in programme participants.

Quality of the evidence

The quality of the evidence for all outcomes included in the meta-analyses (combining of data) was moderate. Study quality was
compromised in about half of the included studies, due to suboptimal data collection methods for study outcomes and inappropriate data
analysis.

School-based education programmes for the prevention of child sexual abuse (Review) 3
Copyright © 2015 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



“p¥7 ‘suos 13 A31IM uyor Aq paysiiqnd ‘uoneioqe|jod aueyd0) ay L ST0Z @ 3y3uAdod

(mainay) asnqge jenxas pjiyd jo uonpuanaid ayy 4oy sawwesSoid uoeINPa paseq-100yYds

SUMMARY OF FINDINGS

Summary of findings for the main comparison.

School-based programme for the prevention of child sexual abuse compared with no intervention or standard school curriculum

Patient or population: children (aged 5 to 12) and adolescents (aged 13 to 18)

Settings: primary (elementary) or secondary (high) schools

Intervention: school-based education programmes for the prevention of child sexual abuse

Comparison: no intervention or standard school curriculum

Outcomes Illustrative comparative risks* (95% Cl) Relative effect  Number of par- Quality of the Comments
(95% Cl) ticipants evidence

Assumed risk Corresponding risk (studies) (GRADE)

Control group Intervention group
Protective behaviours (self pro- 390 per 1000 795 per 1000 ORS5.71 102 el e) Results favoured
tective events measured using a (559 to 914) (2 studies) moderatel intervention
stranger simulation test immediately (1.98 t0 16.51)
post intervention)
Questionnaire-based knowledge The mean knowledge The mean knowledge 4657 ODDO Results favoured
(factual knowledge measured by score measured us- score in the intervention (18) moderate2 intervention
assessing responses to items on a ing a variety of scales groups was
questionnaire or multi-choice test, across control groups 0.61 standard devia-
immediately post intervention) ranged from 3 to 64 tions higher (0.45 higher

to 0.78 higher)

(higher score = higher knowledge)
Vignette-based knowledge (applied The mean knowledge The mean knowledge 1688 SPPO Results favoured
knowledge measured by assessing score measured us- score in the intervention (11) moderate2 intervention
responses to hypothetical scenarios,  ing a variety of instru- groups was
immediately post intervention) ments across control 0.45 standard devia-

groups ranged from tions higher (0.24 higher
(higher score = higher knowledge) 1to 42 to 0.65 higher)
Harm (measured using anxiety or The mean anxiety The mean anxiety or fear 795 ODDO Results showed
fear questionnaires) or fear score mea- score in the intervention (3) moderate3 no increase or de-

sured using a variety of
scales across control

groups was

crease in anxiety
or fear
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groups ranged from 2 0.08 standard devia-

to7 tions lower (0.22 lower to
0.07 higher)
Disclosures (of past or current child 4 per 1000 14 per 1000 OR 3.56 1788 SPPO Results favoured
sexual abuse made during or after (5to 45) (3) moderate? intervention,
programme completion) (1.13to 11.24) however when

adjusted for unit
of analysis errors,
this effect disap-
peared

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is
based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% ClI).
Cl: confidence interval; RR: risk ratio; OR: odds ratio

GRADE Working Group grades of evidence

High quality: Further research is very unlikely to change our confidence in the estimate of effect.

Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate.
Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate.
Very low quality: We are very uncertain about the estimate.

1Downgraded one level due to imprecision (wide confidence intervals).

2Downgraded one level due to risk of bias: unclear or high risk of bias for randomisation and allocation concealment, and blinding of participants or personnel
3Downgraded one level due to imprecision: 95% Cls around pooled estimate include both effect and no effect.

4 Downgraded one level following sensitivity analysis using ICCs of 0.1 and 0.2 to adjust for the effect of clustering on the results.
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BACKGROUND

Description of the condition

Child sexual abuse is a problem of considerable magnitude
with short- and long-term repercussions for those victimised.
There is no universal definition of child sexual abuse (Macdonald
2001; Trickett 2006). It is a term used to describe a range of
experiences involving a child in unwanted, inappropriate, coercive,
and unlawful sexual exploitation by an adult or older child. The
World Health Organization (WHO) definition states that "child
sexual abuse is the involvement of a child in sexual activity that
he or she does not fully comprehend, is unable to give informed
consent to, or for which the child is not developmentally prepared
and cannot give consent, or that violates the laws or social taboos
of society" (WHO 1999, p 15). Child sexual abuse is categorised
along a continuum according to the type of abuse experienced by
the child: involving physical body contact (using the term 'contact
child sexual abuse') or not involving physical body contact (using
the term "non-contact child sexual abuse"). Contact acts include
unwanted touching, fondling, masturbation, frottage, oral-genital
contact, and vaginal or anal penetration by a penis, finger or
other object. Non-contact acts include making sexual comments,
voyeurism ('peeping'), exhibitionism ('flashing'), exposing a child
to pornography, or making pornography (Finkelhor 2008; Putnam
2003). Recent meta-analyses of data collected from retrospective
studies of adults in countries and cultures worldwide estimate that
10% to 20% of female children, and 5% to 10% of male children,
have experienced child sexual abuse on a spectrum from exposure
through unwanted touching to penetrative assault before the age
of 18 years (Barth 2013; Ji 2013; Pereda 2009; Stoltenborgh 2011).
These data are likely to underestimate its true prevalence because
two-thirds of individuals never disclose their victimisation (London
2005) and most cases go unreported to authorities (Wyatt 1999).
The WHO estimates that child sexual abuse contributes to seven to
eight per cent of the global burden of disease for females, and four
to five per cent for males (Andrews 2004).

Child sexual abuse is associated with adverse psychosocial
outcomes such as depression (Roosa 1999), post-traumatic stress
disorder (Widom 1999), antisocial and suicidal behaviours (Bensley
1999), eating disorders (Perkins 1999), alcohol and substance abuse
(Spak 1998), post-partum depression and parenting difficulties
(Buist 1998), sexual re-victimisation, and sexual dysfunction
(Fleming 1999). A recent meta-analysis found child sexual abuse
was also associated with higher rates of physical health conditions,
including gastrointestinal, gynaecological, and cardiovascular
problems, and obesity (Irish 2010). A longitudinal analysis of
the association between childhood sexual abuse and educational
achievement found a clear linear relationship between increasing
severity of child sexual abuse and poorer educational achievement,
however the relationship was confounded by sociodemographic
characteristics (e.g. lower maternal age and qualifications) and
family functioning variables (e.g. inter-parental violence) known
to be associated with child maltreatment (Boden 2007). These
consequences are far-reaching into families and communities,
with significant costs for institutions in terms of primary and
rehabilitative health care, education and welfare assistance, child
protection, and justice system costs (Fang 2012).

Given the retrospective nature of many studies, it is unclear what
proportion of survivors go on to experience adverse outcomes and
how sexual abuse interacts with other potential risk factors for

these adverse outcomes. However, outcomes are known to vary
for individuals according to: child age and gender; perpetrator
age and gender; the relationship between child and perpetrator;
the severity, duration, and/or frequency of the abusive act(s);
accompanying physical or emotional violence and/or force; and
the presence of other forms of victimisation (Putnam 2003; Trickett
1997). Sexual abuse has been reported across all socioeconomic
and ethnic groups, in both males and females, and perpetrators
can include those outside the family as well as within it (Finkelhor
1993); they can be adults or other young people (Turner 2011).
However, all children are not at equal risk. Risk factors for child
sexual abuse, mainly identified in Western countries, include being
female (Fergusson 1996), having a physical or mental disability
(Westcott 1999), living without a natural parent (Finkelhor 1986;
Finkelhor 1990), parental mental illness, parental alcohol or drug
dependency, and young maternal age (Fergusson 1996; Holmes
1998; MacMillan 2013). Girls appear to be more likely to be sexually
abused by family members and boys by non-family members
(Finkelhor 1990). The time of greatest vulnerability for child sexual
abuse is between 7 and 12 years of age (Finkelhor 1986).

Description of the intervention

This review focuses on the most widely used strategy for
the prevention of child sexual abuse: the provision of school-
based programmes. Some terms commonly used to describe
these programmes include: personal safety education (NCMEC
1999); protective behaviours (Flandreau-West 1984); personal body
safety (Miller-Perrin 1990); body safety (Wurtele 2007); and child
assault prevention and child protection education (NSW Department
of School Education 1998). These programmes target children
and adolescents aged 5 to 18 years who are students in
primary (elementary) or secondary (high) schools. Support for
interventions of this type can be found in Article 19 of the United
Nations Convention on the Rights of the Child, an international
law, which states that governments should "take all appropriate
legislative, administrative, social and educational measures to
protect the child from all forms of physical or mental violence,
injury or abuse, neglect or negligent treatment, maltreatment or
exploitation, including sexual abuse" (United Nations 1989).

Education programmes to reduce the occurrence of sexual abuse
in children and adolescents were first developed by women's rape
prevention collectives in the United States of America (USA) in the
1970s (Berrick 1991). School-based programmes for the prevention
of child sexual abuse were rapidly and widely adopted across
the USA, assisted in some states by policy mandates, and by
the mid 1990s it was estimated that two-thirds of 10- to 16-year
olds in the USA had participated in such programmes (Finkelhor
1995c). Schools are a logical choice for teaching children about
sexual abuse and its prevention, given their primary function
is to educate (Wurtele 2009), and the content of prevention
programmes aligns with proscribed school health curricula (Walsh
2013). Hence, schools have emerged as an important primary and
secondary prevention setting providing access to large populations
of children and adolescents, and relatively economical service
delivery, without stigmatising those who may be at particular risk
(Wurtele 2010).

School-based child sexual abuse prevention programmes are
typically presented to groups of students and are tailored to
ages and cognitive levels. Programme content covers themes such
as body ownership; distinguishing types of touches; identifying
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potential abuse situations; avoiding, resisting, or escaping such
situations; secrecy; and how and whom to tell if abuse has occurred
(Duane 2002; Topping 2009). Many programmes also stress that
the child or adolescent is not to blame. Programmes vary in the
number of, and extent to which these themes are covered. There
is considerable variability in programme delivery formats and
teaching methods. Formats such as books, comics, dramatic plays,
puppet shows, films, lectures, and discussions have been used
with some programmes employing single formats, whereas others
use combinations of formats (Duane 2002; Topping 2009; Wurtele
1987a). Programme teaching methods have been conceptualised
on a continuum from those employing purely didactic approaches,
such as a speech, address, or talk, stressing students' passive
listening and acquisition of knowledge, to those employing
behavioural approaches, such as modelling, and emphasising
students' active participation in role-play, rehearsing, or practising
new self protection skills (Wurtele 1987a). The duration and
frequency of programmes is diverse, with 30 minutes being a
common length as this fits with a standard school lesson period.
Programmes also vary in their scope with some programmes
dealing only with child sexual abuse, whereas others integrate
these themes into programmes covering broader issues such as
general safety education, social and emotional learning, mental
health and well being, respectful relationships, and sexuality
education. This review focuses only upon interventions in which
prevention of child sexual abuse is the main goal.

How the intervention might work

The ultimate goal of child sexual abuse prevention education is to
prevent children from ever experiencing abuse. Itis also important,
in cases where children have experienced abuse, for adults to
respond quickly and effectively to disclosures, to protect them from
further victimisation, and to limit the harm caused. From a public
health perspective (Rosenberg 1991), comprehensive approaches
to child sexual abuse would involve multiple "prevention targets",
including (i) offenders and potential offenders, (ii) children and
adolescents, (iii) situations, and (iv) communities (Smallbone 2008,
p 47). Although not yet rigorously researched, it appears that
school-based programmes may also work to enhance community
capacity for sexual abuse prevention by raising awareness and
delivering information to multiple members of children's social
systems (Duane 2002), via provision of information packages
to parents, training for teachers, and family participation in
homework activities.

School-based sexual abuse prevention programmes focus on
children and adolescents as prevention targets. They seek to
prevent child sexual abuse by providing students with knowledge
and skills to recognise and avoid potentially sexually abusive
situations, and with strategies to physically and verbally repel
sexual approaches by offenders. They endeavour to minimise
harm by disseminating messages about appropriate help seeking
in the event of abuse or attempted abuse. Interventions aim
to transfer the knowledge and skills learned by the child or
adolescent in the classroom to real-life situations. Interventions
work by capitalising on principles used by classroom teachers,
most notably social cognitive learning theories (Bandura 1986;
Vygotsky 1986), which stress the social context of learning via
the use of instruction, modelling, rehearsal, reinforcement, and
feedback (Wurtele 1987a).

Do programmes actually prevent child sexual abuse? There is
some evidence from a small group of studies, all of which have
been conducted in the USA, that participation in school-based
child sexual abuse prevention programmes may decrease the
occurrence of child sexual abuse. A study of 2000 10- to 16-year
olds found that those exposed to more comprehensive prevention
education were more knowledgeable about sexual abuse, more
likely to report using self protection strategies, more likely to report
protective efficacy, more likely to have disclosed their victimisation,
and less likely to engage in self blame (Finkelhor 1995a). In a
follow-up study, the same individuals were more likely to use
the protective strategies they had been taught when confronted
with threats and assaults (Finkelhor 1995b). Two studies with
high-school (Ko 2001) and college students (Gibson 2000) showed
programmes were associated with reduced incidence of child
sexual abuse. However these studies harbour the limitations of
retrospective recall and have not been replicated with larger and
more diverse samples. Research with sexual offenders on their
perceptions of the efficacy of children's self protection strategies
in actual abuse situations has found the most effective strategy,
reported by three-quarters of offenders, was to tell the offender
they did not want to participate in sexual activities. Girls under
the age of 12 years effectively used six strategies to avoid abuse:
demandingto be left alone, saying they would tell someone, crying,
saying they were scared, saying the they did not want to, and saying
"no" (Leclerc 2011). These strategies are key content in school-
based child sexual abuse prevention programmes (Duane 2002).

Why it is important to do this review

Despite widespread adoption into the school curriculum in many
countries, conclusions about the effectiveness of school-based
programmes for the prevention of child sexual abuse remain
tentative. A number of research synthesis studies have been
conducted on this topic in the form of meta-analyses, and
systematic and narrative reviews (see Table 1: Previous reviews).
However the findings have been limited by methodological
weaknesses in the reviews (e.g. including non-randomised as
well as randomised studies; aggregation of diverse outcomes;
inappropriate analytical approaches), and in the individual studies
included in the reviews (e.g. use of diverse measures; inadequate
measurement of programme fidelity). Additionally, previous meta-
analyses have differed in their parameters and have not been
replicated. Further, there are historical distinctions in previous
reviews, for example, the classification of programmes as primarily
active or passive, behavioural or instructional, that warrant
further exploration; this particular distinction seems artificial from
an educational perspective because many programmes are, in
practice, multifaceted, involving a number of teaching methods
that are used in integrated ways to deliver programme content
(MacMillan 1994). What is needed is a way of identifying, more
precisely, the range of child, programme, and study design
characteristics that may moderate programme effectiveness.

Evaluations of discrete programmes have been limited to authors
assessing and reporting on one or more of five measures: (i)
knowledge gains, (ii) skills gains, (iii) sexual abuse disclosures,
(iv) negative programme effects or harms, and (v) subsequent
incidence of child sexual abuse (Smallbone 2008). Consistent
with previous reviews, the original Cochrane review found
improvements in knowledge and protective behaviours (skills)
among children who had received school-based programmes (Zwi
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2007). Findings on disclosures, harm, and retention of knowledge
over time were inconclusive. As this was the most rigorous of the
reviews ever conducted (Mikton 2009), and is the only review to
include risk of bias analyses, the review also uncovered many
methodological quality issues that warrant ongoing monitoring
and review. This is important because the historical controversy
over school-based child sexual abuse prevention programmes is
concentrated on two outcomes: programmes' actual effectiveness
in preventing child sexual abuse, and concerns over negative
programme effects (Finkelhor 2007). Evidence on programmes'
effectiveness with regard to the fifth and arguably the most
important measure, the degree to which programmes actually
reduce the incidence of child sexual abuse, remains a pressing and
unanswered empirical question that requires ongoing review.

It has been suggested that education programmes can cause
harm to participating children and adolescents (Taal 1997). This is
reported to be a common parental concern (Finkelhor 2007; Tutty
1993). Some studies report few or no evaluated negative effects on
children (Tutty 1997), whereas others suggest potentially harmful
sequelae. For example, some children report increased worry
following programme participation (Finkelhor 1995c) and older
children have been found to experience more negative feelings
about non-sexual physical touch (Taal 1997). Therefore, there is a
need to rigorously evaluate the evidence for these programmes,
both in terms of beneficial and harmful outcomes, and to update
the current evidence base on programme effectiveness.

OBJECTIVES

To systematically assess evidence of the effectiveness of school-
based education programmes for the prevention of child sexual
abuse. Specifically, to assess whether: programmes are effective in
improving students' protective behaviours and knowledge about
sexual abuse prevention; behaviours and skills are retained over
time; and participation results in disclosures of sexual abuse,
produces harms, or both.

The original review and the current update do not address
whether these programmes or other interventions have reduced
the incidence and/or prevalence of child sexual abuse at the
population level as reported by official records (e.g. from statutory
child protection services, law enforcement, primary care, or
hospital data), and/or community prevalence data (e.g. from self
report surveys repeated at regular intervals). This objective may be
incorporated in future review updates as research advances in this
field.

METHODS

Criteria for considering studies for this review
Types of studies

We included studies in the original review, and in this update,
if they were randomised controlled trials (RCTs), cluster-RCTs, or
quasi-RCTs where participants were allocated to the intervention
or control group by day of the week, alphabetical order, or other
sequential allocation such as class or school. In decision making
for inclusion in the review, we focused on features of study design
rather than design labels.

Types of participants

The study population comprised children (aged 5 to 12 years) and
adolescents (aged 13 to 18 years) attending primary (elementary)
or secondary (high) schools.

Types of interventions

Included interventions were school-based education programmes
focusing on knowledge of sexual abuse and sexual abuse
prevention concepts, or skill acquisition in protective behaviours,
or both, compared with no intervention or the standard school
curriculum. For this update, we excluded: interventions for
preventing relationship and dating violence, and sexually coercive
peer relationships, as these were reviewed in another Cochrane
review (Fellmeth 2013); interventions for abduction prevention, the
aims of which did not clearly refer to prevention of child sexual
abuse; interventions aimed broadly at child protection or personal
safety in which it was not possible to isolate the effects of the sexual
abuse component; and interventions set entirely in before- and
after-school programmes, and early childhood programmes that
were not in schools (e.g. day-care settings).

Types of outcome measures

Child outcome measures were:

1. protective behaviours (as measured by an independently scored
simulation test);

2. knowledge of sexual abuse or knowledge of sexual abuse
prevention concepts, or both (as measured by questionnaires or
vignettes);

3. retention of protective behaviours over time;

4. retention of knowledge over time;

5. harm, manifest as parental or child anxiety or fear (as measured
by questionnaires); and

6. disclosure of sexual abuse by child or adolescent during or after
programmes (as measured by official records of student self
reports to school staff, child protective services, or police).

Outcomes measured did not form criteria for inclusion in the
review. We included studies meeting the inclusion criteria for types
of study, participants, and interventions only.

Search methods for identification of studies
Electronic searches

We completed the most recent searches for this review update on
8 September 2014. We incorporated new search terms to describe
recent concepts, such as child sexual abuse in online contexts, and
theincreasing use of terms such as 'exploitation' and 'victimisation'
by researchers when describing child sexual abuse. Searches for the
previous review were completed in August 2006. Where possible,
we focused on finding new studies and identifying older studies
added to databases since that time. We added five new sources
(two trials registers, two conference proceedings indexes, and one
source of open access dissertations), and searched these for all
available years (see Appendix 1). Search strategies used for the
original review are in Appendix 2. The list of the databases searched
and the time period they cover (for the original review and for this
review update) are listed below:
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« Cochrane Central Register of Controlled Trials (CENTRAL 2014,
Issue 8);

« Ovid MEDLINE(R), 1946 to August Week 4, 2014;

« EMBASE (OVID), 1980 to 2014 Week 36;

o PsycINFO (OVID),1967 to September Week 1 2014;

« CINAHL (EBSCOhost), 1937 to current;

« Social Science Citation Index (SSCI), 1970 to 29 August 2014;
« ERIC (EBSCOhost), 1966 to current;

« Sociological Abstracts (ProQuest), 1952 to current;

« Conference Proceedings Citation Index - Science (CPCI-S), 1990
to 29 August 2014;

« Conference Proceedings Citation Index - Social Sciences &
Humanities (CPCI-SSH), 1990 to 29 August 2014;

« Database of Abstracts of Reviews of Effects (DARE) 2014, Issue 3,
part of theCochrane Library;

« ClinicalTrials.gov (clinicaltrials.gov/);
o ICTRP (apps.who.int/trialsearch/);
« Australasian Theses (via TROVE) (trove.nla.gov.au/);

« Networked Digital Library of Theses and Dissertations
(NDLTD) (via SCIRUS) (ndltd.org/serviceproviders/scirus-etd-
search); last searched September 2013, not available in
September 2014,

Searching other resources

Other sources of information searched included the reference lists
of previous systematic and narrative reviews, and reference lists
of included studies. We also searched databases of programme
evaluations such as the Promising Practices Network (RAND
Corporation 2013), and Blueprints for Healthy Youth Development
(CSPV 2013). To identify unpublished studies, we circulated
requests via email to relevant listservs (e.g. Child-Maltreatment-
Research-Listerv).

Data collection and analysis
Selection of studies

We conducted selection of studies in three phases. In phase one, we
imported titles and abstracts of articles identified in the searches
into reference management software and review authors KZ and
SW (2007 and 2009 searches), KW and KZ (2013 searches), and KW
and AS (2014 searches) independently screened them. We excluded
papers if they clearly did not meet the inclusion criteria (i.e. study
design, participants, type of intervention, types of comparisons).
In phase two, two review authors (KZ and SW in 2007; KZ and KW
in 2013; KW and AS in 2014) independently screened the titles,
abstracts, and methodology sections of papers appearing to meet
inclusion criteria. In phase three, we retrieved the full text of studies
meeting all inclusion criteria for data extraction and we linked
together multiple reports of the same study (e.g. Blumberg 1991).
One study was translated into English (Del Campo Sanchez 2006).
In cases where agreement could not be reached during screening,
we asked a third and fourth review author to independently assess
the study against the inclusion criteria, and we resolved these cases
via discussion and consensus.

Data extraction and management

For this update, we used an electronic data extraction proforma
adapted from the checklist of items specified in the Cochrane
Handbook for Systematic Reviews of Interventions (Higgins 2011,
Table 7.3a). Two review authors (KZ and SWin 2007) independently
performed data extraction. KW repeated data extraction for all 24
studies in 2013, with KZ extracting data independently for new
studies in 2013. No data extraction was required in 2014 as no
further studies met the inclusion criteria. The data were entered
into RevMan by KZ (Review Manager 4.2 in 2007) and KW (Review
Manager 5.2 in 2013), and independently checked for accuracy
by a research assistant who was not involved in the review. We
resolved discrepancies via discussion. We asked authors of studies
in which methods of sequence generation, allocation concealment,
or blinding were unclear to provide additional information (see
Assessment of risk of bias in included studies). We contacted
corresponding authors of studies with insufficient information to
allow inclusion in meta-analyses (Harvey 1988; Saslawsky 1986
in 2007; Chen 2012; Kraizer 1991 in 2013) and studies that used
cluster-randomisation (Dake 2003; see Unit of analysis issues) via
email with a request to provide additional data. In some instances,
authors were able to provide data as requested, however, the
majority did not respond to requests. It is not possible to know for
sure that all authors received our correspondence.

Assessment of risk of bias in included studies

In the original review, two review authors (KZ, SW) independently
assessed each included study. In the review update, the procedure
was repeated by one review author (KW) who independently
assessed risk of bias for all included studies and compared these
results to those obtained in the original review, with KZ assessing
risk of bias independently for new studies in 2013. KW repeated
assessment of risk of bias after a six-month interval. There were
no discrepancies. We undertook no 'Risk of bias' assessment in
2014 as no further studies met the inclusion criteria. Review authors
assessing risk of bias were not blinded to the names of the authors,
institutions, journals, or results of studies.

We assessed risk of bias using the seven domains on the Cochrane
revised 'Risk of bias' assessment tool (Higgins 2011, Table 8.5a):
(i) random sequence generation; (ii) allocation concealment; (iii)
blinding of participants and personnel; (iv) blinding of outcome
assessment; (v) incomplete outcome data; (vi) selective reporting;
and (vii) other sources of bias. We assessed included studies on
each domain as 'low risk!, 'high risk!, or 'unclear risk' of bias.
We made judgements by answering 'yes' (assessed as low risk of
bias), 'no' (assessed as high risk of bias) or 'uncertain' (assessed
as unclear risk of bias) to pre-specified questions for each domain.
We used verbatim text from study reports as support for each
judgement of risk wherever possible. We entered information into
RevMan and summarised itin a 'Risk of bias' table for each included
study. We generated two summary figures: a 'Risk of bias' summary
(Figure 1) visually depicting judgements across all studies, and a
'Risk of bias' graph (Figure 2) illustrating the proportion of studies
for each risk of bias criterion. Risk of bias domains are detailed
below.
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Figure 1. (Continued)
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Figure 2. 'Risk of bias' graph: review authors' judgements about each risk of bias item presented as percentages

across all included studies
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Random sequence generation (selection bias)

Description: The method used to generate the allocation sequence
was described in sufficient detail to enable assessment of the extent
to which it could produce comparable groups. In other words, a
rule, based on some chance process, was adequately applied.

Questions: Do study authors make an explicit statement about
random assignment? What methods were used to randomly assign
participants to intervention and control groups?

Judgement: Was the allocation sequence adequately generated?

Allocation concealment (selection bias)

Description: The method used to conceal the allocation sequence
was described in sufficient detail to enable assessment of whether
the assignment of participants to groups could have been predicted
ahead of time, or during the assignment process. Upcoming
allocations were concealed from those allocating participants to
groups.

Questions: Do the study authors report a method of concealing
allocation of participants to intervention or control groups? Is there
evidence that the method was potentially unconcealed?

Judgement: Was allocation adequately concealed?

Blinding of participants and personnel (performance bias)

Description: The measures used to blind study participants
and personnel (such as programme facilitators or teachers)
from knowledge of participant intervention or control group
membership was described in sufficient detail to enable
assessment of the effects of this knowledge on study outcomes.

Questions: Do study authors report procedures for blinding? What
specific blinding procedures were used? Was blinding achievable
for this type of intervention?

Judgement: Was participant and personnel knowledge of the
allocation to intervention or control group adequately withheld?

Blinding of outcome assessment (detection bias)

Description: The measures used to blind outcome assessors
from knowledge of participant intervention or control group
membership were described in sufficient detail to enable
assessment of the effects of this knowledge on outcome
assessment or data collection, or both.

Questions: Do study authors report procedures for blinding of
individuals responsible for outcome assessment or data collection,
or both? What specific blinding procedures were used? Was
blinding achievable for this type of intervention?
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Judgement: Was outcome assessors' knowledge of the allocation
to intervention or control group adequately withheld?

Incomplete outcome data (attrition bias)

Description: Complete outcome data are reported for each main
outcome in sufficient detail to enable assessment of group
differences owing to missing data. Complete outcome data include:
attrition, exclusions, numbers of participants in each intervention
and control group compared with the total number of participants
randomised, and reasons for attrition and exclusions.

Questions: Do study authors report attrition, exclusions, numbers
of participants in each intervention and control group compared
with the total number of participants randomised, and reasons for
attrition and exclusions? Are imputation methods explained?

Judgement: Were outcome data adequately addressed?

Selective reporting (reporting bias)

Description: The extent of outcome reporting is sufficient to enable
assessment of the possibility of selective outcome reporting, that
is, reporting of some outcomes and not others depending on the
nature and direction of results.

Questions: Do study authors report complete outcome data that
match the aims or hypotheses of the study? Do study authors report
on all pre-specified outcomes of interest?

Judgement: Are reports of the study free of suggestion of selective
outcome reporting?

Other sources of bias

Description: Any other important concerns about bias not
addressed in other domains.

Questions: Do study authors report studies in sufficient detail to
enable assessment of other important risks of bias (e.g. related
to the specific study design, extreme baseline imbalances, or
contamination effects)?

Judgement: Was the study free of other problems that could put it
at a high risk of bias?

Measures of treatment effect

According to the review protocol (Zwi 2003), for individual trials
we planned to report the risk ratio (RR) and risk difference (RD)
with 95% confidence intervals (Cl) for dichotomous outcomes and
mean differences (MD) with 95% Cl for continuous variables. For
the meta-analysis, where possible, we planned to report the RRand
RD with 95% ClI for dichotomous outcomes and MD with 95% CI
for continuous variables. Elsewhere in the protocol (e.g. p 4) odds
ratios (OR) are also mentioned.

In the original review, and in this review update, we reported
the summary of effect for dichotomous outcomes as an OR with
95% Cl. Odds ratios are the statistic used most often in this
field. For continuous outcomes this was to be reported as the
standardised mean difference (SMD) with 95% CI. Standardised
mean differences are appropriate for data synthesis where different
outcome measures are used across studies.

Unit of analysis issues

In the review protocol (Zwi 2003), in the case of cluster-RCTs, we
planned to adjust for unit of analysis errors where the intraclass
correlation coefficient (ICC) was available. In the original review,
and in this review update, some included studies involved cluster-
randomisation at the level of the class, school, or district. However,
ICCs were not reported in the studies, nor were they available
from study authors. No published ICC for school-based child sexual
abuse prevention interventions could be found. We noted that
estimates of 0.1 and 0.2 had been used in a review of school-
based violence prevention programmes (Mytton 2006), based
on the rationale for a published ICC of 0.15 for similar trials
(CPPRG 1999b in Mytton 2006), and was considered a plausible yet
conservative estimate for the impact of clustering at the classroom
level (Schochet 2008). We reasoned that a suitably conservative
approach would be to use the extremes of ICC 0.1 and 0.2 to
calculate a design effect for each cluster-RCT according to the
formula given in the Cochrane Handbook for Systematic Reviews
of Interventions (Higgins 2011, Section 16.3.4) which is: 1 + (mean
cluster size - 1) ICC. We weighted these using the generic inverse
variance function and used random-effect models.

Some studies included in this review had multiple intervention
groups (Blumberg 1991; Crowley 1989; Dawson 1987; Krahé 2009;
Poche 1988). In these cases, we combined all relevant intervention
groups into a single group, and all relevant control groups into
a single group. Using the tools available in Review Manager 5.2,
we combined means and standard deviations (SD) for continuous
outcomes, and summed sample sizes and number of outcomes
across groups for dichotomous outcomes. This enabled us to make
comparisons between groups using pair-wise comparisons without
risk of double-counting participants.

Dealing with missing data

Requirements for dealing with missing data in Cochrane Reviews
have changed since the protocol for this review was written (Zwi
2003). We identified several types of missing data in this review
update: missing outcomes, missing summary data, and missing
participants. For missing outcomes (e.g. disclosures, adverse
outcomes) and missing summary data (i.e. group size totals, means,
SDs), we contacted corresponding study authors to provide the
outstanding data. Some authors responded helpfully to these
requests, but data could only be provided for the most recent
studies; in other cases, data had been collected over two decades
ago and were no longer available. In some cases, authors did not
respond. If data remained unavailable after these processes, we
excluded these studies from the analyses. For missing participants,
we reported the attrition rate wherever possible in the 'Risk of bias'
tables beneath the Characteristics of included studies table.

Assessment of heterogeneity

We assessed heterogeneity (study diversity) visually and by
examining the |? statistic (Higgins 2002), a quantity which describes
the proportion of variation in point estimates that is due to
heterogeneity rather than sampling error. We supplemented this
with a statistical test of homogeneity to determine the strength of
evidence for genuine heterogeneity using a significance level of P
value > 0.05.
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Assessment of reporting biases

To assess reporting biases, we used two approaches to investigate
the relationship between effect size and sample size (Borenstein
2009). We drew fixed-effect forest plots with studies plotted
according to weight (i.e. from most to least precise). We noted
any trend towards greater effect sizes at the bottom of the
plots indicative of bias attributable to missing studies. We also
drew fixed-effect funnel plots and checked them for asymmetry
indicating the presence of publication bias. In both approaches,
trends or asymmetry could be due to publication or related
biases (e.g. language bias, availability bias, citation bias) or due
to genuine differences between small and large trials (Borenstein
2009; Egger 1997). If a relationship was identified, we further
examined differences between studies as a possible explanation
along with comparisons by source (e.g. peer-reviewed journals;
theses). We planned to conduct these analyses only when there was
a reasonable number of studies (more than 10) and a reasonable
amount of dispersion in sample sizes. To reduce the effects of
publication bias, in the review update, we made efforts to retrieve
the full texts of unpublished trials (e.g. theses). This was made
easier by virtue of the fact that many had been made available on
electronic databases since our previous searches were conducted
and document delivery services had improved.

Data synthesis

We synthesised the data using tools provided in Review Manger
(RevMan) 5.2 (RevMan 2012). We assessed the appropriateness of
combining studies based on sufficient comparability with respect
to: the type of intervention, the type of outcome measures, and the
nominated data collection points pre- and post-intervention. We
calculated summary statistics (OR for dichotomous data and SMD
for continuous data) with 95% Cls for each study. We had intended
to use a fixed effect model to combine data in the first instance
and then to adopt a random effects model where the | square value
exceeded 30%. On further consideration of the differences between
the included studies in terms of their setting and intervention, we
decided instead to adopt a random effects model to combine data.
In all cases, we generated pooled estimates for those studies for
which complete statistical data were available or could be derived
(i.e. counts and proportions for dichotomous data, and means and
SDs for continuous data). Forest plots are presented for each of the
pooled estimates. In all cases, we corrected for small sample size
bias by using Hedges' g, which is the default in Review Manager
(RevMan) 5.2 (RevMan 2012).

We planned to conduct analyses on the six outcomes nominated
above: (i) protective behaviours; (ii) knowledge of sexual abuse
or knowledge of sexual abuse prevention concepts, or both;
(iii) retention of protective behaviours over time; (iv) retention
of knowledge over time; (v) parental or child anxiety or fear;
(vi) disclosure of sexual abuse. To manage subtle differences in
outcome measurement for (ii) (knowledge), we created subgroups
according to the category of measurement instrument used (i.e.
questionnaire-based knowledge or vignette-based knowledge).
There were insufficient data to proceed with analysis for retention
of protective behaviours over time. No studies measured parental
anxiety or fear.

Subgroup analysis and investigation of heterogeneity

In the review protocol (Zwi 2003), we specified the conduct
of subgroup analyses to assess the impact of clinically

relevant differences: (i) in the interventions (e.g. passive or
active involvement of participants); and (ii) between groups of
participants (e.g. gender, school setting). We did not conduct
subgroup analyses because there was insufficient information
provided in the included studies about issues that were
hypothesised as being relevant for subgroup analysis, for example,
studies did not always provide a breakdown of student gender by
intervention group. Further, upon close scrutiny, interventions did
not appear to fit an active/passive dichotomy with many having
multiple components of both active and passive types (e.g. a video
or DVD presentation may at times require children to sit still and
listen, and at other times, to respond, chant, sing, or move). Further,
there were insufficient numbers of studies to allow for meaningful
comparisons. This will be elaborated further below.

Sensitivity analysis

We conducted sensitivity analysis to explore the extent to
which results were influenced by risk of bias. We conducted a
series of sensitivity analyses removing from the analyses studies
with high risk of bias for: (i) allocation concealment (selection
bias); (ii) blinding of outcome assessors (detection bias); (iii)
incomplete outcome data (attrition of over 20%), and (iv) selective
reporting (reporting bias). We also conducted sensitivity analyses
to determine the impact of unit of analysis errors, arising from
inadequate adjustment for cluster-randomisation in published
results.

Rating the quality of the evidence

We rated the quality of the evidence for our main outcomes
according to methods for rating evidence from randomised
controlled trial developed by the GRADE working group (http://
www.gradeworkinggroup.org/). For each outcome of interest the
evidence started at high quality and could be downgraded
to moderate, low or very low quality after consideration of
the possible impact of risk of bias, imprecision, inconsistency,
indirectness and publication bias on our confidence in the effects
of intervention.

We have presented results for the primary analyses, quality ratings,
and explanations for downgrading any decisions for the following
outcomes in a 'Summary of Findings' table:

« Protective behaviours (self protective events measured using a
stranger simulation test immediately post intervention)

« Questionnaire-based knowledge (factual knowledge measured
by assessing responses to items on a questionnaire or multi-
choice test, immediately post intervention)

« Vignette-based knowledge (applied knowledge measured by
assessing responses to hypothetical scenarios, immediately
post intervention)

« Harm (measured using anxiety or fear questionnaires)

 Disclosures (of past or current child sexual abuse made during
or after programme completion)

RESULTS

Description of studies
Results of the search

For this update, we searched the period from August 2006 to
September 2014 (see Appendix 1). We identified a total of 12,969
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records through database searching and a further 58 records from
other sources. After duplicates were removed, we screened 10,218
records and excluded 10,161 records. We retrieved and evaluated
the full-text reports of the remaining 57 records for eligibility.
Of these, we excluded 43 reports, with reasons reported in the
Characteristics of excluded studies table. From the remaining
papers, we identified: 10 new included studies, one of which was
translated from Spanish into English (Del Campo Sanchez 2006);
three additional reports of two included studies from the previous
review (Blumberg 1991; Fryer 1987b); and one ongoing study
(NCT02181647).

Searches for the original review covered the period up to August
2006 (Appendix 2). The previous review was based on 15 included
studies. We excluded one of the previously included studies from
this update (Pacifici 2001), because we reassessed it as not meeting
the eligibility criterion for type of intervention, being focused on
sexual violence prevention in the context of dating relationships
for adolescents (see Fellmeth 2013), rather than explicitly on
knowledge of child sexual abuse and its prevention. In total, this
updated review reports on a total of 24 unique trials reported in 29
papers (Figure 3).
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Figure 3. (Continued)

24 included studies (from 29
reparts), of which 18 included
in meta-analysis

Included studies

The Characteristics of included studies table summarise details for
each of the 24 included studies.

Design

Ofthe 24 included studies, seven were randomised controlled trials
(RCTs) (Chen 2012; Fryer 1987a; Harvey 1988; Lee 1998; Tutty 1997;
Wurtele 1986; Cecen-Erogul 2013), 11 were cluster-RCTs (Blumberg
1991; Dake 2003; Dawson 1987; Grendel 1991; Hazzard 1991; Kolko
1989; Krahé 2009; Kraizer 1991; Oldfield 1996; Poche 1988; Wolfe
1986), and six were quasi-RCTs (Crowley 1989; Daigneault 2012; Del
Campo Sanchez 2006; Hébert 2001; Saslawsky 1986; Snyder 1986).
Of the quasi-RCTs, all but Del Campo Sanchez 2006 used a Solomon
four-group design (Campbell 1963; Solomon 1949).

The unit of randomisation in 14 studies was clusters (classrooms,
schools, or districts). Of these, 11 were cluster-RCTs (as above)
and three were quasi-RCTs (Crowley 1989; Daigneault 2012; Hébert
2001). In 10 trials the unit of randomisation was individual school
students. Of these, seven were RCTs (as above) and three were
quasi-RCTs (Del Campo Sanchez 2006; Saslawsky 1986; Snyder
1986).

Eighteen studies allocated participants to one of two groups, the
intervention (school-based sexual abuse prevention programme)
and a control group (no programme or wait-listed). Four studies
allocated participants to one of three groups, two of which were
intervention groups comprising slight variations of the same
programme (Krahé 2009; Kraizer 1991), or different programmes
(Blumberg 1991; Del Campo Sanchez 2006). Three studies allocated
participants to one of four groups, three of which were intervention
groups comprising programme variations (Hazzard 1991; Poche
1988; Wurtele 1986).

Location

Sixteen studies were conducted in the USA. Three studies were
conducted in Canada (Daigneault 2012; Hébert 2001; Tutty 1997).
One study apiece was conducted in China (Lee 1998), Germany
(Krahé2009), Spain (Del Campo Sanchez 2006), Taiwan (Chen 2012),
and Turkey (Cecen-Erogul 2013).

Sample sizes

The total number of participants randomised in cluster-RCTs
ranged from 74 (Poche 1988) to 1269 (Oldfield 1996). The total
number of students randomised in trials with individuals as the unit
of randomisation ranged from 46 (Chen 2012) to 382 (Del Campo
Sanchez 2006). The number of participants in the 13 cluster-RCTs
ranged from 74 (Poche 1988) to 1269 (Oldfield 1996), and in the nine
RCTs in which participants were randomised as individuals, ranged
from 36 (Cecen-Erogul 2013) to 231 (Tutty 1997). Eleven studies
(including nine cluster-RCTs and two studies in which participants
were randomised as individuals) each included more than 200
participants.

Settings

All studies were conducted in school settings: 23 in primary
(elementary) schools and one in a special school for adolescents
with intellectual disabilities. Only six studies were undertaken in
single grades: one in kindergarten (Harvey 1988), one in grade
one (Grendel 1991), two in grade three (Dake 2003; Kolko 1989),
and two in grade four (Snyder 1986; Cecen-Erogul 2013). All other
studies involved various combinations of grades to which there
was no discernable pattern. It is possible to categorise the studies
into three broad age group blocks as follows: (i) 10 studies with
younger participants from kindergarten to grade three (Blumberg
1991; Dake 2003; Fryer 1987a; Grendel 1991; Harvey 1988; Hébert
2001; Kolko 1989; Krahé 2009; Kraizer 1991; Poche 1988); (ii) eight
studies with older participants from grade four upwards (Crowley
1989; Dawson 1987; Del Campo Sanchez 2006; Hazzard 1991;
Lee 1998; Snyder 1986; Wolfe 1986; Gecen-Erogul 2013); and (iii)
six studies with younger and older participants together (Chen
2012; Daigneault 2012; Oldfield 1996; Saslawsky 1986; Tutty 1997,
Wourtele 1986).

None of the included studies were conducted in secondary (high)
school settings.

Participants

A total of 5802 school-aged participants were included in the 24
trials. Study participants' mean ages at baseline in the included
studies ranged from 5.8 years (Harvey 1988) to 13.44 years (Lee
1998). Authors of eight studies did not report the mean age of
participants at baseline (Crowley 1989; Del Campo Sanchez 2006;
Fryer 1987a; Hazzard 1991; Kraizer 1991; Oldfield 1996; Tutty 1997;
Gegen-Erogul 2013).

The proportion of females in the included studies ranged from
45% (Poche 1988; Cec¢en-Erogul 2013) to 55% (Crowley 1989).
One trial enrolled female participants only (Lee 1998). Gender-
specific proportions were not reported in five studies (Chen 2012;
Daigneault 2012; Fryer 1987a; Harvey 1988; Kraizer 1991).

Ethnicity data were reported in 13 studies. Two studies reported
100% Chinese participants (Chen 2012; Lee 1998). In five studies
the predominant ethnicity reported was White or Caucasian
comprising 74% to 97% of participants (Grendel 1991; Oldfield
1996; Poche 1988; Snyder 1986; Tutty 1997). Six studies
reported diverse samples comprising participants from different
combinations of White or Caucasian, Black or African, Hispanic,
Asian, Middle Eastern, or 'other' backgrounds (Blumberg 1991;
Daigneault 2012; Dake 2003; Dawson 1987; Harvey 1988; Hazzard
1991). In these six studies, the proportion of non-White participants
ranged from 32% (Hazzard 1991) to 66% (Dake 2003). One of these
studies reported country of birth rather than ethnicity (Daigneault
2012). Ethnicity data were not reported in the 10 remaining studies
(Del Campo Sanchez 2006; Fryer 1987a; Hébert 2001; Kolko 1989;
Krahé 2009; Kraizer 1991; Saslawsky 1986; Wolfe 1986; Wurtele
1986; Cegen-Erogul 2013).
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Parental socioeconomic position was not reported in any
study. Non-empirical markers for study locations were used
such as "low socioeconomic" (e.g. Daigneault 2012), "middle
income" (Grendel 1991; Hébert 2001; Poche 1988), or "lower to
middle income" (Saslawsky 1986; Wolfe 1986; Wurtele 1986).

Religious background of study participants was not reported in any
study. One study reported data collection in religious schools in
Spain (Del Campo Sanchez 2006).

Participants' school achievement data (e.g. grades) at baseline
were not reported in any study. In one study, the Peabody Picture
Vocabulary Test (PPVT) (Dunn 1981) was used to assess children's
receptive and expressive language ability at baseline (Fryer 1987a),
and, in another study, Raven's Standard Progressive Matrices
(RSPM) (Raven 1960) was used as a measure of general intellectual
ability at baseline (Lee 1998); in this study, participants were
adolescent Chinese females with mild intellectual disabilities from
four special schools in Hong Kong, China.

None of the studies enrolled participants on the basis of previously
reported abuse.

Interventions

In all 24 trials, interventions focused specifically on child sexual
abuse prevention. The targets of the interventions were school-
aged children who were taught knowledge of sexual abuse,
sexual abuse prevention concepts, and/or skill acquisition in self
protective behaviours.

A wide range of previously published, modified, and new
prevention programmes were used in the trials. Fifteen discrete
programmes were identified including: Behavioural Skills Training
(BST) (Lee 1998; Wurtele 1986), Good Touch/Bad Touch (Crowley
1989; Harvey 1988; Cegen-Erogul 2013), Red Flag/Green Flag
(Chen 2012; Kolko 1989), Child Abuse Primary Prevention Program
(CAPPP) (Blumberg 1991), Child Sexual Abuse Prevention Program
(Grendel 1991), Children Need to Know Personal Safety Training
Programme (Fryer 1987a), ESPACE (Daigneault 2012; Hébert 2001),
Good Secrets/Bad Secrets (Snyder 1986), No Child's Play (Krahé
2009), Prevention of Child Sexual Abuse Program (Del Campo
Sanchez 2006), Project TRUST (Oldfield 1996), Safe Child Program
(Kraizer 1991), Stop, Tell someone, Own your body, Protect yourself
(STOP!) (Blumberg 1991), TOUCH (Saslawsky 1986), and Who Do
You Tell? (Tutty 1997).

In two trials, combinations of programmes were used in
interventions: TOUCH plus BST (Wurtele 1986), and Feeling Yes,
Feeling No plus Spiderman and Power Pack Comic Book (Hazzard
1991). Four trials did not identify the programme used (Dake 2003;
Dawson 1987; Poche 1988; Wolfe 1986).

Contents of or topics covered in the intervention programmes
were not consistently reported in the majority of trials. We
could discern that programmes were multifaceted with integrated
content, including teaching of safety rules ranging from two
to six rules (e.g. Grendel 1991; Poche 1988), with the most
common being four rules (Blumberg 1991; Fryer 1987a; Lee 1998;
Saslawsky 1986; Wurtele 1986), and prevention concepts such
as body ownership, private parts, distinguishing appropriate and
inappropriate touches, distinguishing types of secrets, and whom
to tell. Programme content was not detailed in eight studies
(Crowley 1989; Dake 2003; Dawson 1987; Del Campo Sanchez 2006;

Hazzard 1991; Krahé 2009; Snyder 1986; Tutty 1997). Four studies
also included abduction prevention content (Chen 2012; Fryer
1987a; Kraizer 1991; Poche 1988).

Teaching methods were more clearly reported than programme
contents. Rehearsal, practice, or role-play was mentioned in 12
studies (Blumberg 1991; Daigneault 2012; Fryer 1987a; Harvey
1988; Hébert 2001; Kraizer 1991; Lee 1998; Poche 1988; Snyder
1986; Tutty 1997; Wurtele 1986; Cecen-Erogul 2013), discussion in
10 studies (Blumberg 1991; Grendel 1991; Hazzard 1991; Hébert
2001; Oldfield 1996; Saslawsky 1986; Snyder 1986; Tutty 1997;
Wolfe 1986; Wurtele 1986), and modelling in six studies (Daigneault
2012; Hébert 2001; Lee 1998; Saslawsky 1986; Wurtele 1986; Cecen-
Erogul 2013). A specific suite of teaching strategies was designated
in four studies, including instruction, modelling, rehearsal, social
reinforcement, shaping, feedback, and group mastery (Chen 2012;
Lee 1998; Saslawsky 1986; Wurtele 1986). The strategy review,
which involved revisiting previous content and summarising new
content, was nominated in one study (Grendel 1991). Three studies
did not report teaching methods (Crowley 1989; Dake 2003; Del
Campo Sanchez 2006).

Programme delivery formats were reported in the majority of
studies. These included film, video, and DVD formats in 12
studies (Blumberg 1991; Dawson 1987; Grendel 1991; Harvey 1988;
Hazzard 1991; Kolko 1989; Krahé 2009; Poche 1988; Saslawsky
1986; Tutty 1997; Wurtele 1986; Cegen-Erogul 2013), plays in three
studies (Krahé 2009; Oldfield 1996; Wolfe 1986), and multimedia in
two studies (Blumberg 1991; Hazzard 1991). Additional resources
included songs (Blumberg 1991; Harvey 1988; Krahé 2009), puppets
(Blumberg 1991; Harvey 1988), comics (Dawson 1987; Hazzard
1991), a colouring book (Kolko 1989), a storybook (Harvey
1988), and games (Harvey 1988). Three studies did not nominate
programme delivery formats (Crowley 1989; Dake 2003; Del Campo
Sanchez 2006).

No programmes were delivered electronically in web- or computer-
based formats.

The duration of the intervention programmes in the included trials
ranged from a single 45-minute session (Oldfield 1996) to eight
20-minute sessions on consecutive days (Fryer 1987a). Fourteen
interventions were brief (i.e. less than 90 minutes total duration)
(Blumberg 1991; Crowley 1989; Dawson 1987; Grendel 1991; Harvey
1988; Hébert 2001; Kolko 1989; Krahé 2009; Lee 1998; Oldfield 1996;
Poche 1988; Saslawsky 1986; Wolfe 1986; Wurtele 1986), and the
remainder were longer, lasting from 90 to 180 minutes in total
duration.

In 17 trials, the effectiveness of prevention programmes was
compared to that of a wait-listed control group. In the seven
remaining studies, the control group interventions were as follows:
discussion about self concept (Saslawsky 1986; Wurtele 1986);
multimedia presentation with no child abuse content (Harvey
1988); fire safety (Blumberg 1991); fire or water safety (Hazzard
1991); attention control programme (Lee 1998); and a game of
hangman (Snyder 1986).

All programmes were delivered on school premises and during
school hours, apart from one study in which the programme was
delivered in the morning, before school classes began (Chen 2012).
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Outcomes

In this section we summarise six outcome measures of interest that
were addressed in the included studies: (i) protective behaviours;
(i) knowledge (questionnaire-based knowledge and vignette-
based knowledge); (iii) retention of protective behaviours over
time; (iv) retention of knowledge over time; (v) harm (manifest
as parent or child anxiety or fear); and (vi) disclosures. This
information is presented in the Characteristics of included studies
tables.

Protective behaviours

Three studies measured change in behaviour using a simulated
abuse situation and scored the child's response to the situation
(Fryer 1987a; Kraizer 1991; Poche 1988). All three studies used
a version of a stranger simulation test to assess children's self
protective skills (i.e. whether children could follow the rules they
were taught and not interact if approached by a stranger).

Knowledge

Knowledge outcome measures varied between studies. Knowledge
measures used were: (i) questionnaire-based measures, or (ii)
vignette-based measures that used scenarios or visual prompts
to elicit a response from the child about safe behaviour in that
situation. Only one study did not measure knowledge (Poche
1988), and one study used a vignette-based measure only (Krahé
2009). Ten studies used both vignette- and questionnaire-based
measures (Blumberg 1991; Chen 2012; Daigneault 2012; Grendel
1991; Harvey 1988; Hazzard 1991; Hébert 2001; Lee 1998; Saslawsky
1986; Wurtele 1986). Three studies used a second questionnaire-
based measure to establish construct validity (Chen 2012; Crowley
1989; Del Campo Sanchez 2006).

The use of more than one measure by studies to assess
knowledge gain was not anticipated at the outset of this
systematic review. The two types of measures were administered
differently. Questionnaire-based measures were administered as
self completed measures via individual or group administration.
Vignette measures were administered by interview. The different
methods of administration and the type of response required from
the child means that these two outcomes may measure different
aspects of children's knowledge; therefore, we considered them as
separate knowledge outcomes.

Knowledge - questionnaire-based measures

Questionnaire-based knowledge measures were used in 21 studies.
The Personal Safety Questionnaire (PSQ) was used in six (Crowley
1989; Grendel 1991; Hébert 2001; Lee 1998; Saslawsky 1986;
Wurtele 1986). The Children's Knowledge of Abuse Questionnaire
(CKAQ) and versions thereof (CKAQ-R, CKAQ-IIIR) were used in
five studies (Daigneault 2012; Del Campo Sanchez 2006; Hébert
2001; Oldfield 1996; Tutty 1997), and the Children Need to Know
Knowledge/Attitude Test (CNTKKAT) was used in two (Fryer 1987a;
Kraizer 1981). Other custom-made knowledge scales were also
used (Blumberg 1991;Chen 2012; Crowley 1989; Dake 2003; Dawson
1987; Del Campo Sanchez 2006; Harvey 1988; Hazzard 1991; Kolko
1989; Snyder 1986; Wolfe 1986; GCegen-Erogul 2013).

Knowledge - vignette-based measures

Vignette-based knowledge measures were used in 11 studies.
The What If Situations Test (WIST), comprising six brief verbal
vignettes, was used in four studies (Grendel 1991; Lee 1998;

Saslawsky 1986; Wurtele 1986). A Chinese version of the WIST was
used in one study (Chen 2012), and a French version in another
(Daigneault 2012). The Touch Discrimination Task (TDT), based on
the WIST and comprising seven verbal vignettes, was used in one
study (Blumberg 1991), and an unnamed measure comprising 10
picture vignettes featuring good touch and sexually abusive touch
were used in another study (Harvey 1988). Eight cartoon picture
vignettes and stories were used in Krahé 2009. Video vignettes
entitled What Would You Do? (WWYD) and comprising six 30-second
scenes were used by Hazzard 1991, and an unnamed video measure
with five situations was used by Hébert 2001.

Retention of protective behaviours over time

Retention of self protective skills was measured in three studies
at one month (Poche 1988), and six months (Fryer 1987a; Kraizer
1991). In Fryer 1987a, no comparison with the control group
was available at follow-up because the control groups had been
exposed to the intervention. In Kraizer 1991, data were not
reported. In Poche 1988, there was substantial loss to follow-up.

All three studies measured post-test protective behaviours within
one to two days following the intervention. One study reported
following up with assessment of protective behaviours one month
after the intervention (Poche 1988), and the two other studies
reported following up six months after the intervention (Fryer
1987a; Kraizer 1991). However, follow-up data were published only
for Fryer 1987a; data were not published for Kraizer 1991, and Poche
1988 reported significant loss to follow-up with only nine of 23
children available for measurement.

Retention of knowledge over time

All of the 21 studies measuring post-test questionnaire-based
knowledge did so within a two-week period following intervention.
Ten studies also reported short-term knowledge outcomes one
to three months following intervention (Crowley 1989; Dawson
1987; Harvey 1988; Hazzard 1991; Hébert 2001; Lee 1998; Poche
1988; Saslawsky 1986; Wurtele 1986; Cecen-Erogul 2013). One study
reported knowledge outcomes at five months (Blumberg 1991),
three studies at six months (Fryer 1987a; Kolko 1989; Kraizer 1991),
and two studies at eight months (Del Campo Sanchez 2006; Krahé
2009). One study measured long-term outcomes at 12 months
(Hazzard 1991). One study measured long-term outcomes in "the
second year of the study" (Daigneault 2012, p 527), however the
precise timing was not reported.

For most studies, no comparison with the control group was
available at follow-up because the control groups had been
exposed to the intervention by then. Complete data (for
intervention and control groups) were reported in only four studies
(Dawson 1987; Hazzard 1991; Kolko 1989; Lee 1998).

Harm - parental or child anxiety or fear

No studies measured parental anxiety or fear. Parent satisfaction
questionnaires were used in five studies (Grendel 1991; Hazzard
1991; Hébert 2001; Tutty 1997; Wurtele 1986).

Six studies measured child anxiety or fear via child report
(Blumberg 1991; Daigneault 2012; Dawson 1987; Hazzard 1991;
Kraizer 1991; Lee 1998), and four studies via parent report (Del
Campo Sanchez 2006; Hazzard 1991; Hébert 2001; Tutty 1997).
Instruments used with children were the State-Trait Anxiety
Inventory for Children (STAIC) (Dawson 1987; Hazzard 1991;
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Oldfield 1996), the Revised Children's Manifest Anxiety Scale
(RCMAS) (Oldfield 1996), and the Fear Assessment Thermometer
Scale (Lee 1998). One study used a "children's feelings of safety"
measure (Daigneault 2012, p 530). Instruments used with parents
were adapted from the Parental Perception Questionnaire (PPQ)
(Miller-Perrin 1986), a 16-item measure in which parents rate how
often they observed negative and positive behaviours. Included
studies variously referred to the measure as a 'parent observation'
measure (e.g. Tutty 1997) and a 'side effects' scale (e.g. Del Campo
Sanchez 2006).

Disclosures

Children's disclosures of child sexual abuse during or following
intervention were reported by five studies (Blumberg 1991; Del
Campo Sanchez 2006; Hazzard 1991; Kolko 1989; Oldfield 1996).
To record disclosures, two studies used a data collection form
completed by staff at the school (Hazzard 1991; Oldfield 1996).
Two other studies conducted child protective services (CPS) file
searches (Blumberg 1991; Kolko 1989). Blumberg 1991 conducted
follow-up CPS searches at 15 months post-intervention.

Excluded studies

We excluded 55 studies because they did not meet the inclusion
criteria. We excluded 36 studies on the basis of study type
(13 pre-test and post-test studies without control groups; 11
controlled before-and-after studies without random assignment;
five post-test only studies; five quasi-experimental studies without
random assignment; one cross-sectional comparative study; and
one comparative group design). We excluded 14 studies because
the intervention was not primarily about child sexual abuse
prevention, but was about dating and relationship violence,
gendered violence, or sexual harassment in the context of partner
relationships (seven of these studies were cited in the Cochrane
Review by Fellmeth 2013, including Pacifici 2001, which was
included in the original review) or abduction prevention, the aims
of which did not mention prevention of child sexual abuse. We
excluded four studies because they were not school-based and one
study because participants were outside the age criteria.

Reasons for exclusion are detailed in the Characteristics of excluded
studies table.

Risk of bias in included studies
Allocation
Random sequence generation

Twenty studies stated that individuals or groups (classes,
schools, or districts) were "randomised", "randomly allocated",
or "randomly assigned" to groups, but provided no detail about
how the random sequence was generated. Three further studies
described a classic experimental design, but did not report details
about random assignment (Dake 2003; Kolko 1989; Kraizer 1991).
We classified all of these studies as unclear risk of bias. One study
reported a random component in the sequence generation, coin
tossing (Snyder 1986), and we classified it as low risk of bias. In one
study, evidence of computerised randomisation was provided after
author contact (Dake 2003). We re-classified this study as low risk
of bias.

Allocation concealment

No studies provided information on methods used to conceal
allocation. In all instances we concluded that procedures were
potentially unconcealed such that assignment to groups could
reasonably have been predicted prior to or during the process.
Twelve studies reported tests of baseline imbalances showing
no statistical differences between groups, potentially indicating
successful randomisation. However, we classified these studies
as unclear risk of bias because the method of concealment was
not described in sufficient detail for an adequate assessment
to be made. Ten studies provided no baseline comparisons and
we also classified them as unclear risk of bias. We classified
two studies as high risk of bias: one study reported important
differences between groups at baseline and concluded failure of
randomisation (Crowley 1989, pp 60-1) and another study revealed
school officials were involved in the process (Kraizer 1991, p 27).

Blinding
Blinding of participants and personnel

The school-based nature of the interventions made blinding of
participants receiving the intervention and personnel delivering
the intervention impossible. In 14 studies intervention and control
groups were located within the same school. In these cases, it was
possible that participants experienced 'contamination' effects via
contact with each other in the playground or their siblings at home,
and/or inadvertent 'exposure' to programme concepts via teachers
and other school staff. This is likely to have biased the results
towards an underestimation of programme effects, particularly
on knowledge outcomes, which would be more susceptible
to such contamination and exposure. Personnel delivering the
interventions were various study authors, programme facilitators,
and classroom teachers. None of these 14 studies described a
means by which programme fidelity or integrity was addressed
(e.g. via the use of scripts or standardised lesson plans) or
measured (e.g. via observation, audio, or video recordings). We
classified these 14 studies as high risk of bias. Seven further studies
provided no information on blinding procedures and we classified
them as unclear risk of bias (Chen 2012; Dake 2003; Del Campo
Sanchez 2006; Saslawsky 1986; Wolfe 1986; Wurtele 1986; Cecen-
Erogul 2013). We classified three studies as low risk of bias: one
study reported that instructors were blind to group conditions
(Daigneault 2012), one study reported measures to control for
contamination and the use of narrative scripts (Lee 1998), and
another study reported that the programme and testing were
conducted on the same day to minimise the risk of contamination
between groups in the school (Snyder 1986).

Blinding of outcome assessment

Blinding was not reported in seven studies (Del Campo Sanchez
2006; Harvey 1988; Kolko 1989; Lee 1998; Tutty 1997; Wolfe 1986;
GCegen-Erogul 2013), which we classified as unclear risk of bias.

We classified 10 studies as low risk of bias (Blumberg 1991;
Daigneault 2012; Fryer 1987a; Grendel 1991; Krahé 2009; Kraizer
1991; Oldfield 1996; Poche 1988; Saslawsky 1986; Wurtele 1986).
Some studies used multiple strategies for minimising outcome
assessment bias. In eight studies, authors reported that outcome
assessors were blind to group membership, study hypotheses, or
both (Blumberg 1991; Daigneault 2012; Fryer 1987a; Grendel 1991,
Krahé 2009; Oldfield 1996; Saslawsky 1986; Wurtele 1986). In three
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studies, authors noted that participants were not informed that
the outcome assessment was related to the intervention (Blumberg
1991; Fryer 1987a; Poche 1988), and in three studies outcome
assessors were reported to be different to the personnel delivering
the interventions (Blumberg 1991; Fryer 1987a; Kraizer 1991). In
two studies, video monitoring was used to collect observational
data on the protective behaviours outcome, and coders' inter-
rater reliability was reported (Fryer 1987a; Kraizer 1991). One study
reported that participants were assessed only once (either pre-test
or post-test) by the same outcome assessor to control for potential
effects of rapport building (Blumberg 1991). Of these 10 studies,
Fryer 1987a implemented more strategies than any other study and
we considered it to be at lowest risk of bias in this domain.

We classified seven studies as high risk of bias. In these studies
outcome assessment was administered in group format (in class or
with a number of children) and there were no strategies in place
to blind outcome assessors to group membership or to ensure
children completed the assessment independently (Chen 2012;
Crowley 1989; Dake 2003; Dawson 1987; Hazzard 1991; Hébert
2001; Snyder 1986). This risk was further heightened when the
outcome assessors were the same individuals as those delivering
the programme (e.g. Dawson 1987).

Incomplete outcome data

Attrition rates for individual studies are reported in the 'Risk of bias'
tables beneath the Characteristics of included studies table. Twelve
studies did not report attrition rates (Daigneault 2012; Del Campo
Sanchez 2006; Hazzard 1991; Hébert 2001; Krahé 2009; Oldfield
1996; Poche 1988; Saslawsky 1986; Tutty 1997; Wolfe 1986; Wurtele
1986; GCecen-Erogul 2013). We classified these studies as unclear
risk of bias. One study reported no attrition or loss to follow-up
(Chen 2012) and we classified it as low risk of bias. We classified
four further studies as low risk of bias, reporting attrition rates of
less than 10% (Dawson 1987; Kraizer 1991; Lee 1998; Snyder 1986).
Seven studies reported attrition rates of more than 10%, ranging
from 12% to 24%, all of which we classified as high risk of bias
(Blumberg 1991; Crowley 1989; Dake 2003; Fryer 1987a; Grendel
1991; Harvey 1988; Kolko 1989).

Only four studies reported results in such a way that loss to follow-
up for intervention and control groups could be differentiated:
Blumberg 1991 (14.1% role-play, 8.1% multimedia, 3.8% control),
Dawson 1987 (7.3% intervention, 2.6% control 1, 3.1% control 2),
Fryer 1987a (4% intervention, 12% control), and Grendel 1991 (19%
intervention, 22% control).

Reasons for attrition were reported in nine studies (Crowley 1989;
Dake 2003; Dawson 1987; Grendel 1991; Harvey 1988; Kraizer 1991,
Lee 1998; Poche 1988; Snyder 1986) and included student absence,
withdrawal, vacation, illness, and school change, as well as missing
orincomplete data on forms, and unmatchable pre- and post-tests.

No study reported analysis on an intention-to-treat (ITT) basis.

Selective reporting

Most studies reported complete outcome data that matched the
stated aims or hypothesis of the study, and reported on pre-
specified outcomes of interest. We initially classified these studies
as low risk of bias. We classified two studies as high risk of bias
(Fryer 1987a; Wolfe 1986), because not all measures discussed in

the methods section of the paper were also reported in the results.
This may be an artefact of publication word limits.

On closer inspection, however, we noted that outcome reporting
was incomplete in five studies. One study did not provide a
breakdown of data for intervention and control groups (Kraizer
1991). In four studies, outcomes were reported as summary
statistics (e.g. F-tests or T-tests) without including means and SDs
for continuous outcomes (Del Campo Sanchez 2006; Chen 2012,
Harvey 1988; Kraizer 1991). Where data were not reported, we
contacted study authors with an open-ended request to provide
further information. We received helpful replies from Chen 2012
(additional data provided; study classified as low risk of bias) and
Kraizer 1991 (data unable to be retrieved; study classified as high
risk of bias).

We classified no studies as unclear risk of bias.

In summary we considered five studies as high risk of bias on
this domain (Del Campo Sanchez 2006; Fryer 1987a; Harvey 1988;
Kraizer 1991; Wolfe 1986), and we considered the remaining 19
studies low risk of bias.

Other potential sources of bias

The unit of randomisation in 14 studies was clusters. Eleven of
these were cluster-RCTs (Blumberg 1991; Dake 2003; Dawson 1987;
Grendel 1991; Hazzard 1991; Kolko 1989; Krahé 2009; Kraizer 1991;
Oldfield 1996; Poche 1988; Wolfe 1986), where the unit of allocation
was a group (e.g. classroom or school). Three quasi-RCTs also used
groups as the unit of randomisation (Crowley 1989; Daigneault
2012; Hébert 2001). None of these studies reported appropriate
analyses accounting for clustering effects. Therefore, we assumed
unit of analysis errors in all cases, meaning the original P values
would be artificially small. In the subsequent meta-analysis, studies
with unadjusted unit of analysis errors would be incorrectly and
more highly weighted than is, in reality, appropriate. This risks
biasing results in favour of the intervention.

As noted above, to diminish the risk of publication bias, in the
review update we made concerted efforts to retrieve the full texts
of unpublished trials (e.g. theses). Seven of 29 records included
in this review were unpublished theses (Blumberg 1987; Chadwick
1989; Crowley 1989; Dawson 1987; Grendel 1991; Kraizer 1991;
Snyder 1986). We assessed the risk of publication bias by drawing
fixed-effect forest and funnel plots for the two meta-analyses
involving 10 or more trials (questionnaire-based knowledge, 18
trials; vignette-based knowledge, 11 trials). Visual inspection of
fixed-effect forest plots revealed no discernable trend towards
greater effect sizes in smaller studies. However, our subjective
impression of the fixed-effect funnel plots suggested the presence
of slight asymmetry on the lower right (here we found smaller
studies with greater effect sizes) indicating the possibility that some
studies are missing from the lower left (here we should have found
smaller studies with smaller effect sizes) (see Figure 4 and Figure
5). There is also the possibility that smaller studies were of poorer
methodological quality (although this is not evident in the 'Risk
of bias' assessments), or there may have been genuine differences
between studies (e.g. unreported sample differences at baseline;
differences in programme duration) (Borenstein 2009). Due to poor
reporting of variables that may be responsible for heterogeneity,
it was not possible to further explore the sources of variation, for
example, via the use of meta-regression.
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Figure 4. Funnel plot of studies included in meta-analysis for questionnaire-based knowledge
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Figure 5. Funnel plot of studies included in meta-analysis for vignette-based knowledge
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Effects of interventions

See: Summary of findings for the main comparison

This review sought to assess the evidence of effectiveness
of school-based education programmes for the prevention of
child sexual abuse. Specifically, we sought to assess whether:
programmes were effective in improving students' protective
behaviours and knowledge about sexual abuse prevention;
behaviours and skills were retained over time; and programme
participation resulted in disclosures of sexual abuse, produced
harm, or both. In this section, we present the main findings on
the effects of the interventions for six outcomes: (i) protective
behaviours; (ii) knowledge (questionnaire-based knowledge and
vignette-based knowledge); (iii) retention of protective behaviours
over time; (iv) retention of knowledge over time; (v) harm (parental
or child anxiety or fear); and (vi) disclosures. The analysis results
and our GRADE ratings are presented in Summary of findings for the
main comparison.

Protective behaviours

Of the 24 included studies, three studies reported collecting data
on protective behaviours (Fryer 1987a; Kraizer 1991; Poche 1988).
All used a version of a stranger simulation test involving staging
of a simulated abuse or grooming situation with each individual
child where a research assistant, posing as a stranger, requested
the child's help with a task that required them to go with the
stranger (e.g. accompany the stranger to the stranger's car to do a
special task). Children's responses were recorded by independent

L]
—
[N

assessors using contemporaneous video monitoring (Fryer 1987a;
Kraizer 1991), or by the research assistant (Poche 1988). Scoring was
pass or fail. All three studies were conducted with children in lower
primary school (kindergarten to grade three).

Only the Fryer 1987a (n = 48; randomised controlled trial (RCT))
and Poche 1988 (n = 74; cluster-RCT) studies could be included in
the meta-analysis for protective behaviours, as Kraizer 1991 (n =
670; cluster-RCT) did not report a breakdown of pass or fail scores
for intervention and control groups. For the Poche 1988 study, we
combined two intervention groups as the self protective knowledge
and skills received were considered sufficiently similar to those in
Fryer 1987a: teaching rules, group discussion, and practice through
role-play and rehearsal. Data were available for 102 participants.
Comparison was with a control group.

In the analysis, heterogeneity approached the moderate range
(I* = 27%; Tau? = 0.16) and was non-significant (P value =
0.24). Protective behaviours were greatly enhanced in intervention
groups compared to control groups immediately post-intervention
(odds ratio (OR) 5.71, 95% confidence interval (Cl) 1.98 to 16.51; two
studies; n =102) (see Analysis 1.1).

We performed sensitivity analyses to assess the effects of adjusting
the Poche 1988 study for cluster-randomisation. Using this method
and an intraclass correlation coefficient (ICC) of 0.1 produced an
OR of 5.43 (95% Cl 1.88 to 15.65; Analysis 1.2) and an ICC of 0.2
produced an OR of 5.16 (95% Cl 1.81 to 14.70; Analysis 1.3). These
analyses indicate that adjusting for the effect of clustering have
minimal effects on our results.
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Taken together, results of the more conservative adjustment
for clustering show the short-term (i.e. immediately post-
intervention) superiority of the interventions over control group
effects. That is, children who received a school-based sexual
abuse prevention programme were substantially more likely to
demonstrate protective behaviours in a simulated situation that
was administered immediately after the programme ended.

In addition to the above assessment, Fryer 1987a and Kraizer
1991 assessed the impact of knowledge and self esteem on
the use of protective behaviours. Fryer 1987a used the Harter
Perceived Competence Scale for Children (HPCS) (Harter 1982),
commonly used as a measure of self esteem. Kraizer 1991 used
the Battle Culture Free Self-esteem Inventory (Battle 1981) and
the Children Need to Know Knowledge/Attitude Test (CNKKAT)
(Kraizer 1981). Results of these measures were reported only for
the intervention groups. In both studies, children with high self
esteem who had improved knowledge scores post-intervention
were more likely to exhibit protective behaviours. These studies did
not report effect sizes to enable assessment of the magnitude of
the relationships between self esteem, knowledge, and protective
behaviours, although self esteem was identified as a potential
"critical path" or moderating variable, which was recommended for
further research (Fryer 1987a, p 177).

Knowledge
Questionnaire-based knowledge

Of the 24 included studies, 21 reported questionnaire-based
knowledge using a range of different measures detailed above.
Three of the 21 studies did not provide data in a way that could be
included in meta-analysis (Del Campo Sanchez 2006; Harvey 1988;
Kraizer 1991). In three trials, with multiple intervention groups in
which interventions were judged to be sufficiently comparable, we
combined intervention groups into a single intervention group in
the meta-analysis (Blumberg 1991; Crowley 1989; Dawson 1987).
Eighteen studies were included in the meta-analysis comprising a
total of 4657 participants.

In the meta-analysis, there was evidence of substantial
heterogeneity (1> = 84%; Tau? = 0.10). The high Chi? statistic
(104.76; df = 17) and low P value (< 0.00001) indicated variation
of effect estimates beyond chance. The SMD was 0.61 (95%
Cl 0.45 to 0.78), reflecting an average 0.61 standard deviation
(SD) increase in factual knowledge, across various measures,
for the intervention group. These results suggest that children
exposed to the interventions tend to display increased factual
knowledge about sexual abuse and its prevention, when measured
immediately after completion of the programme, and the effect is
of a moderate size (see Analysis 2.1).

Of the 18 studies included in this meta-analysis, 12 were cluster-
randomised studies and all were analysed with unit of analysis
errors. Of the cluster-randomised studies, one was randomised
by school district (Kolko 1989), four were randomised by school
(Daigneault 2012; Dake 2003; Hazzard 1991; Hébert 2001), and
seven by classroom (Blumberg 1991; Crowley 1989; Dawson
1987; Grendel 1991; Oldfield 1996; Snyder 1986; Wolfe 1986). We
estimated ICCs, as described above, in sensitivity analyses to
adjust for unit of analysis errors. We applied the same ICC to
district, school, and class cluster-RCTs. When adjusted, an ICC of
0.1 produced a SMD of 0.66 (95% CI 0.51 to 0.81; Analysis 2.2) and
an ICC of 0.2 produced a SMD of 0.63 (95% Cl 0.50 to 0.77; Analysis

2.3). These analyses indicate that adjusting for clustering has very
minimal effects on results.

We also conducted sensitivity analyses to assess the effects of
study exclusion for risk of bias in the two most relevant domains
for school-based studies. First, we examined risk of bias on the
blinding of outcome assessment domain. When studies at high
risk of bias were excluded (Chen 2012; Crowley 1989; Dake 2003;
Dawson 1987; Hazzard 1991; Hébert 2001; Snyder 1986), the SMD
wasreduced to 0.47 (95% C10.29t0 0.66). These results indicate that
knowledge scores in these studies may be influenced by assessor
bias or contamination from group assessment, or both, such that
better controlled studies may generate lower effect sizes in this
domain. Second, we examined risk of bias on the attrition bias
domain. When studies at high risk of bias were excluded (Blumberg
1991; Crowley 1989; Daigneault 2012; Dake 2003; Grendel 1991;
Kolko 1989), the SMD was 0.69 (95% Cl 0.59 to 0.88), indicating
that children from studies with better follow-up tended to score
somewhat higher in this domain.

We conducted subgroup analyses to assess the effects of
participant age. We examined studies in two age-based subgroups
as follows: (i) six studies with only younger participants from
kindergarten to grade three (Blumberg 1991; Daigneault 2012; Dake
2003; Grendel 1991; Hébert 2001; Kolko 1989); and (ii) seven studies
with only older participants from grade four upwards (Crowley
1989; Dawson 1987; Hazzard 1991; Lee 1998; Snyder 1986; Wolfe
1986; Cegen-Erogul 2013). The SMD was 0.42 (95% CI 0.08 to 0.77)
for the younger group and 0.89 (95% Cl 0.59 to 1.19) for the
older group. The test for subgroup differences was just below the
statistically significant cut-off of 0.05 (Chi? = 4.04, df = 1; P value =
0.04). These results indicate that knowledge may be better gained
immediately after the intervention by older children.

Vignette-based knowledge

Twelve studies used vignette-based measures in various formats,
including verbal, picture, and video vignettes. One study did not
report SDs and thus could not be included in a meta-analysis
(Harvey 1988). One study did not report SDs but these could be
derived by review authors from other reported statistics to enable
inclusion in meta-analysis (Saslawsky 1986). In Blumberg 1991 and
Krahé 2009, we combined two intervention groups into a single
intervention group based on our assessment that the interventions
were sufficiently similar when compared with other studies. Eleven
studies were included in the meta-analysis with a total of 1688
participants.

There was evidence of substantial heterogeneity (1 = 71%; Tau? =
0.08) in the meta-analysis. The high Chi? statistic (34.25, df = 10)
and low P value (< 0.0002) provide further evidence of variation in
effect estimates beyond chance. The SMD was 0.45 (95% Cl 0.24 to
0.65) (see Analysis 2.4), indicating that those receiving treatment
had an average 0.45 SD increase in applied knowledge as reflected
in their responses to vignettes administered post-intervention, a
gain of moderate effect size.

Of the 11 studies included in the meta-analysis, seven studies were
of cluster-randomised design (Blumberg 1991; Daigneault 2012;
Grendel 1991; Hazzard 1991; Hébert 2001; Kolko 1989; Krahé 2009).
To assess the impact of unit of analysis errors, we conducted
sensitivity analyses for estimated ICCs (as above). For an ICC of 0.1,
the SMD was 0.53, (95% CI 0.32 to 0.74; Analysis 2.5) and for an ICC
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of 0.2, the SMD was 0.60 (95% Cl 0.31 to 0.89; Analysis 2.6). These
analyses suggest that adjusting for clustering has only slight effects
on results.

We conducted sensitivity analyses to assess the effects of study
exclusion for risk of bias. First, we examined risk of bias on
the blinding of outcome assessment domain. When we excluded
three studies (Chen 2012; Hazzard 1991; Hébert 2001), the SMD
was reduced to 0.36 (95% Cl 0.17 to 0.56), indicating a slight
testing effect. Second, we examined risk of bias on the attrition
bias domain. When we excluded studies at high risk of bias
(Blumberg 1991; Daigneault 2012; Grendel 1991; Kolko 1989), the
SMD increased to 0.57 (95% CI 0.25 to 0.89), indicating that children
from studies with better follow-up tended to score somewhat
higher in this domain.

We conducted subgroup analyses to assess the effects of
participant age. We examined studies in two groups: (i) six
studies including only participants in kindergarten to grade three
(Blumberg 1991; Daigneault 2012; Grendel 1991; Hébert 2001; Kolko
1989; Krahé 2009); and (ii) three studies including only participants
in grade four upwards (Chen 2012; Hazzard 1991; Lee 1998). The
SMD was 0.39 (95% CI 0.09 to 0.69) for the younger group and 0.56
(95% Cl1 0.03 to 1.08) for the older group. Thus, older children, on
average, may score somewhat better than younger children when
they complete these measures of applied knowledge immediately
after the intervention. However, the test for subgroup differences
was not significant (Chi®> =0.29, df = 1; P value = 0.59).

Retention of protective behaviours over time

Three of the 24 included studies measured retention of protective
behaviours over time. Complete data were not available for any of
these studies and a meta-analysis could not be conducted.

Retention of knowledge over time

Questionnaire-based measures were used in 21 of the 24 included
studies. Ten of these studies reported on retention of knowledge
over time. Complete data were available for four studies (956
participants) (Dawson 1987; Hazzard 1991; Kolko 1989; Lee 1998).
All studies used unique knowledge scales. In three studies, follow-
up periods were one to three months post-intervention (Dawson
1987; Hazzard 1991; Lee 1998), and in one study, six months
post-intervention (Kolko 1989). These four studies were included
in meta-analysis using a random-effects model. For comparative
purposes we generated two meta-analyses: one estimating effects
for the four studies immediately post-intervention and one
estimating effects at follow-up. Results suggest that knowledge
appeared to deteriorate slightly over time as demonstrated by a
decline in the SMD from 0.78 (95% CI 0.38 to 1.17; I = 84%, Tau?
= 0.13, P value = 0.0003) immediately post-intervention to SMD
0.69 (95% Cl 0.51 to 0.87; |2 = 25%; Tau? = 0.01, P value = 0.26) at
one to three months follow-up (see Analysis 3.1). However, the test
for subgroup differences was not significant (Chi? = 0.14, df = 1;
P value = 0.71), suggesting knowledge scores did not deteriorate
significantly for intervention or control groups within the one- to
six-month follow-up period.

Of the four studies included in this meta-analysis, three were
cluster-randomised studies (Dawson 1987; Hazzard 1991; Kolko
1989). Sensitivity analyses, adjusting for clustering yielded very
similar results. When adjusted with an ICC of 0.1, knowledge
decreased slightly over time as demonstrated by a small decline

in the SMD from 0.86 (95% Cl 0.53 to 1.20) immediately post-
intervention to 0.73 (95% CI1 0.41 to 1.06) at follow-up (Analysis 3.2).
When adjusted with an ICC of 0.2, knowledge decreased slightly
over time as demonstrated by a small decline in the SMD from SMD
0.86 (95% CI 0.53 to 1.20) immediately post-intervention to 0.72
(95% C10.32 to 1.11) at follow-up (Analysis 3.3).

Vignette-based measures were used in 12 of the 24 included
studies. Nine of these studies reported on retention of knowledge
over time. None of these studies could be included in a meta-
analysis. The reasons for this are twofold: (i) the wait-list control
design of the study meant that the control group received
the intervention immediately after the experimental group had
finished and, therefore, follow-up data were unavailable for the
control group (Blumberg 1991; Daigneault 2012; Grendel 1991;
Hazzard 1991; Saslawsky 1986; Wurtele 1986); or (ii) the study
did not provide data in a form useable in meta-analysis, for
example, the study provided a narrative statement or reported
summary statistics without providing means and SDs (Hébert
2001; Krahé 2009; Lee 1998). As a narrative synthesis, six studies
provided intervention group data only: two studies reported no
knowledge gains between post-test and follow-up (at five months,
Blumberg 1991; at one year, Hazzard 1991), two studies reported
maintenance of knowledge gains at two-month follow-up (Hébert
2001; Lee 1998), and three studies reported small, but unimportant
additional knowledge gains between post-test and follow-up (six
months, Kolko 1989; three months, Saslawsky 1986; Wurtele 1986).

Harm

A total of six studies had measured harm, but three did not
report data in a form that could be used in meta-analysis
(Daigneault 2012; Hazzard 1991; Kraizer 1991). We included three
studies (795 participants) in the meta-analysis for harm in relation
to participation in school-based child sexual abuse prevention
programmes (Blumberg 1991; Dawson 1987; Lee 1998). In these
studies, harm was measured via child self report anxiety or fear
scales, with all studies using unique measures: Dawson 1987 used
the State-Trait Anxiety Inventory for Children (STAIC), Lee 1998 used
the Fear Assessment Thermometer Scale (FATS), and Blumberg
1991 used a custom-made scale. There was no heterogeneity (I
= 0%, P value = 0.79). The SMD was -0.08 (95% CI -0.22 to 0.07)
(see Analysis 4.1). This result reveals evidence of no increases or
decreases in anxiety or fear in intervention participants.

Two of these three studies were cluster-randomised studies
(Blumberg 1991; Dawson 1987). To assess the impact of unit of
analysis errors, we conducted sensitivity analyses for estimated
ICCs as above, showing little change in point estimates and slightly
widening Cls. For an ICC of 0.1, the SMD was -0.04 (95% CI -0.42 to
0.33; Analysis 4.2) and for an ICC of 0.2, the SMD was -0.03 (95% ClI
-0.46 to 0.40; Analysis 4.3).

A narrative synthesis of the studies not included in the meta-
analysis shows that seven studies reported on adverse effects with
either child (Hazzard 1991; Kraizer 1991; Oldfield 1996) or parent
self reports (Del Campo Sanchez 2006; Hazzard 1991; Hébert 2001;
Tutty 1997). Using child self report measures, Hazzard 1991 and
Oldfield 1996 reported no important differences in STAIC scores
between intervention and control groups (Hazzard 1991, treatment
mean 29.7, control mean 29.9; Oldfield 1996, F(1, 593) = 0.05, P
value =0.825). Hazzard 1991 did not report SDs and ANCOVA results.
Oldfield 1996 did not report means and SDs. Oldfield 1996 also
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found no important differences between experimental and control
group anxiety scores using the Revised Children's Manifest Anxiety
Scale (RCMAS) with younger participants, F(1, 653) = 1.40, P value =
0.248.In one study (Kraizer 1991), children in the intervention group
participated in an exit interview (n = 332): 14.8% of the children
experienced some anxiety or fear initially but none on programme
completion, and 4.5% experienced some anxiety or fearinitially and
remained a little worried on programme completion.

Using parent self report measures of perceived changes in
children's behaviour, Del Campo Sanchez 2006 (n = 193) reported
the following in children exposed to the intervention: fear of adults
(1%) and increased fighting with peers (1%), but no sleep problems,
or rejection of normal affection. Similarly, in intervention group
children, Tutty 1997 (n = 231) found worry about scary things
happening (1.7%), but no bedwetting, nightmares, crying, rejection
of normal affection, or attention seeking behaviour. Hébert 2001
(n = 133) reported intervention group children having increased
dependency behaviours (13%), more aggressiveness towards peers
(15%) and siblings (29%), and more fearfulness of strangers (25%).
Hazzard 1991 (n = 399) reported no important differences between
intervention and control group children on parental perceptions of
anxiety or fear (summary data not provided).

Disclosure

We included three studies (1788 participants) in the meta-
analysis for disclosures of previous or current sexual abuse (Del
Campo Sanchez 2006; Kolko 1989; Oldfield 1996). There was no
heterogeneity (1 = 0%, P value = 0.84). Disclosure occurred more
often in the intervention group (OR 3.56,95% Cl 1.13 to 11.24). The
odds of disclosure were as much as 3.5 times higher in participants
exposed to the intervention (see Analysis 5.1).

We performed sensitivity analyses to assess the effects of adjusting
the Kolko 1989 and Oldfield 1996 studies for cluster-randomisation.
Using this method and an ICC of 0.1 produced a non-significant
OR of 3.04, 95% CI 0.75 to 12.33; Analysis 5.2) and an ICC of 0.2
produced an OR of 2.95, 95% CI 0.69 to 12.61; see Analysis 5.3).
These analyses, adjusted for unit of analysis errors, indicate that
the effect of intervention programmes on disclosure was sensitive
to different assumptions regarding the effect of clustering on the
results.

Of the studies not included in meta-analysis, disclosure of past
or current abuse was recorded in two studies (Blumberg 1991,
Hazzard 1991). One study conducted a search of the files of
Child Protective Services (CPS) for names of children in the
classrooms who were part of the study (Blumberg 1991). Data
event counts were not provided, however the study reported that
risk ratios (RR) were calculated for experimental against control
conditions. Both ratios "approached 1.0 which one would expect
by chance" (Chadwick 1989, p 61). One further study measured
disclosures, but was unable to distinguish between treatment and
control groups due to data reporting methods (Hazzard 1991). Eight
of 526 participants (1.5%) reported ongoing sexual abuse and 20
(3.8%) reported past sexual abuse.

Subgroup analyses

Subgroup analyses are used to compare the mean effect for
different subgroups of studies where there are sufficient numbers
of studies to allow for meaningful comparisons. We were able
to conduct subgroup analyses for age, but only for knowledge

outcomes, by categorising studies into two broad groups: younger
children and older children as described above. This was because
programmes were often delivered to children across multiple
consecutive and non-consecutive school grades. We did not
conduct other subgroup analyses in this review because the
included studies provided insufficient information about issues
that were hypothesised as being relevant for subgroup analysis.
In the original study protocol we planned to conduct subgroup
analyses for participant age and gender, and programme type and
setting (Zwi 2003). We were unable to conduct subgroup analyses
for gender owing to poor reporting. We did not conduct subgroup
analyses for active or passive involvement as it was not possible
to categorise programmes in this way; most were multifaceted,
involving both active and passive approaches. What is needed is a
way of identifying, more precisely, the range of child, programme,
and study design characteristics that may moderate programme
effectiveness. We explain this in more detail in the discussion
below.

DISCUSSION

Summary of main results

This updated review reported on 24 trials (29 reports) examining
the effectiveness of school-based programmes for the prevention
of child sexual abuse. The studies report on data for 5802 child
participants of whom 5730 (almost 98.8%) were from primary
(elementary) schools. In this review, we assessed programme
effectiveness according to six outcomes: (i) protective behaviours;
(i) knowledge (questionnaire-based knowledge and vignette-
based knowledge); (iii) retention of protective behaviours over
time; (iv) retention of knowledge over time; (v) harm manifesting
as parental or child anxiety or fear; and (vi) disclosures of past
or current child sexual abuse. Below we report on: (i) protective
behaviours; (ii) knowledge; (i) harm; and (iv) disclosures.

Protective behaviours

Meta-analysis of data from two studies showed significant
improvements in protective behaviours in simulated at-risk
situations, measured immediately (up to two weeks) post-
intervention. Follow-up assessment of protective behaviours was
not reported in either of the studies. Simulated situations, used in
three of the included studies, were a form of in vivo assessment,
which exposed children to potentially stressful situations such as
an invitation to go with an unknown adult (Fryer 1987a; Kraizer
1991; Poche 1988). The use of these simulation techniques is
difficult to justify and raises important ethical questions about
balancing risks against potential benefits for participants. Research
of this type also presents significant challenges for voluntary
consent where there is active concealment via role-playing.
Although this is arguably as close as researchers can get to
testing whether participants' learned skills can be translated into
appropriate behaviour, three salient issues must be considered.
First, the generalisation of responses from simulated to actual
settings cannot be assumed. Second, it is not known if skills
taught in the context of approaches from strangers help children
deal with threats from familiar adults, who are the most common
perpetrators of child sexual abuse. Third, there is the possibility
that this type of outcome assessment may desensitise children to
similar occurrences in the future. Outcome assessment of this type,
therefore, must be rigorously conducted and monitored.
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The results of one study suggest that children with greater
self esteem (Fryer 1987a), as measured by the Harter Perceived
Competence Scale (HPCS) (Harter 1982), exhibited better protective
behaviours following intervention. Since self esteem is clinically
relevant in child sexual abuse, this finding warrants further
investigation to determine whether self esteem training should
be included as a component of child sexual abuse prevention
interventions. It may be that children with greater self esteem are
more likely to display protective behaviours regardless of exposure
to programmes. Unfortunately, the psychological literature has
been hampered by the use of a confusing array of terms
encompassing self esteem (e.g. self belief, self concept, self efficacy,
self worth), and there has been extensive debate in the educational
psychology literature about its role in children's learning (Valentine
2004). Greater levels of precision in definition and measurementare
required in future research.

Knowledge

Meta-analysis of data from 18 studies for questionnaire-based
knowledge and 11 studies for vignette-based knowledge suggested
gains in factual and applied knowledge immediately (up to
two weeks) post-intervention. Follow-up assessment of factual
knowledge was limited to four studies with our meta-analyses
showing that factual knowledge scores did not deteriorate for
either intervention or control groups one to six months after
interventions. Follow-up assessment of applied knowledge was
conducted in some studies, however data were incomplete and
not suitable for meta-analysis. Across all of the included studies,
less than half of the studies (10 of 24) reported on short-term
knowledge outcomes (within three months of the intervention),
three studies reported medium-term outcomes (up to 12 months
post-intervention), and only one study measured retention of
knowledge beyond 12 months. A methodological problem in these
studies was data completeness because, at the time of follow-
up, control groups had already been exposed to the programmes
and it is unethical to withhold programme delivery. Well-designed
and timely follow-up is required to determine whether factual and
applied knowledge can be sustained over time with the use of
boosters and other maintenance strategies (such as reiteration of
programme messages by parents and teachers).

An important source of heterogeneity across studies is the
knowledge measure used. For the 24 studies included in this
review, 15 discrete questionnaire-based measures and six discrete
vignette-based measures were used to measure children's factual
and applied knowledge respectively. For studies included in
the meta-analyses, there were 10 unique questionnaire-based
measures and six unique vignette-based measures represented.
These were pooled using the standardised mean difference (SMD)
as a summary statistic. In using SMDs, we treated the different
assessment measures as though they were one standardised
measure with comparable standard deviations (SDs). It is then
difficult to relate this abstract figure back to the original measures
to determine what this means in real life. For example, it is not
clear what a 0.61 SD increase in factual knowledge or a 0.45 SD
increase in applied knowledge translates to in practical knowledge
terms. Are these findings sufficient to offer protective effects under
threats of sexual abuse? Further research is required to address
the magnitude of knowledge improvement required to produce
clinically important protective effects. Research would be improved
by the use of standardised rather than custom-made instruments.

Harm

Adverse or negative effects in the form of harm to participants were
assessed via measures of child anxiety or fear. Studies examining
participants' anxiety or fear were based on child self report and
parent report. Meta-analysis of three studies found no evidence
of increased or decreased anxiety or fear in those exposed to
programmes and this did not change when adjusted for clustering.
Narrative synthesis of included studies revealed that a small
proportion of programme participants experienced anxiety or fear
but these (anxieties or fears) were mild rather than severe, and
short- rather than long-term. There was insufficient information to
assess whether harms varied according to participant age or grade
level. Although parent satisfaction data were collected in some
studies, parental anxiety or fear was not measured in any study.
This may be important in future studies for determining the role of
parents in moderating programme effects.

Disclosures

The only direct measure of programme effects was participants'
disclosures of past or current sexual abuse that were made
following interventions. Disclosures were poorly reported or
not reported in most studies. Our meta-analysis of three
studies showed greater odds of disclosures by children receiving
interventions. However, such disclosures cannot really be
considered an adverse event since: (i) the onset of the alleged
abuse would have occurred prior to the intervention; (i) disclosing
abuse, while potentially traumatic, can also prompt the provision of
treatment; and (iii) the identification and reporting of perpetrators
may prevent harm to other children. Details of how disclosures
were dealt with were not reported in any of the studies.
Appropriate systems for dealing with disclosures are important
and must reflect jurisdictional legal reporting obligations (also
known as mandatory reporting laws), and school policies for
child maltreatment recognition, reporting, and response. Future
studies should consider methods for recording and responding to
disclosures; data linkage to child protection or police records, or
both; and/or interviewing or surveying participants at repeated
follow-up intervals.

Subgroup effects

Demographic characteristics (e.g. participant age, gender,
ethnicity, socioeconomic position, and ability level) are potential
sources of heterogeneity, and potential effect moderators. If studies
do not account for these characteristics, important subgroup
effects may be missed. Genuine but unidentified differences in
study samples at baseline are potential sources of heterogeneity
within and across studies. Baseline characteristics of intervention
and control groups were inconsistently and poorly reported in
the included studies. Control for baseline characteristics within
individual studies is particularly important for criteria that are
most relevant to learning such as academic ability, or reading
age. These data were not reported or were absent by study
design, therefore we were not able to explore whether programme
effectiveness varied according to key baseline criteria. These issues
have implications for programme delivery.

Demographic characteristics, such as participant age, would
appear to be straightforward variables, however, mean age was not
reported in eight of 24 included studies and in others was conflated
with grade level. Few studies were undertaken with single grades,
and most (18 of 24) studies were undertaken with multiple grade
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levels together. This study design limited the pooling of results
across studies in meta-analysis. Subgroup analyses showed that
older children (grades four and above) made greater knowledge
gains than younger children (grades kindergarten to three)
immediately post-intervention; results that are congruent with
developmental and maturation theories. However, we do not know
if younger children would respond differently with differentiated
approaches (e.g. reinforcement of skills and knowledge by parents
or teachers, or both). We were unable to assess programme
effectiveness according to other potentially important participant
variables (e.g. child gender, ethnicity, socioeconomic position, and
ability level) as few studies reported on these data or provided
subgroup effects.

Characteristics of effective programmes

Insufficient data were provided to evaluate the specific effects
of programme type, duration, frequency, or setting. These
programme characteristics have implications for delivery in
schools and the ideal constellation of programme characteristics,
which is not yet known. Although there was insufficientinformation
to develop programme typologies and compare effects, we
noted that approximately half of the programmes in included
studies used content, such as the teaching of safety rules
(e.g. "my body belongs to me"), and prevention concepts (e.g.
distinguishing appropriate and inappropriate touches), and the
use of delivery methods such as discussion, modelling, role-
play, rehearsal, and feedback. Our narrative synthesis of included
studies documented multidimensionality in intervention contents,
methods, and delivery. This is an important finding in itself.
To date, programmes have been categorised dichotomously as
active or passive or behavioural or instructional. Our descriptive
analysis shows this categorisation to be somewhat artificial as
most programmes in this review were multifaceted with multiple
components. Programmes covered multiple topics (e.g. body
safety rules, distinguishing types of touches, reporting abuse to
adults who can help), used teaching strategies in combination
(e.g. discussion, modelling, role-play, rehearsal, and feedback),
and integrated active or passive and behavioural or instructional
approaches in one session (e.g. a video or DVD presentation
encouraged children to listen and then partake in activities). The
contribution to effectiveness of programme content, methods,
and delivery will require documentation using standardised data
collection tools in future studies.

The duration and frequency (dose) of programme interventions
varied from one single 45-minute session to eight 20-minute
sessions. There were insufficient studies to create subgroup
analyses for total programme hours, or total number of sessions, or
for the presence or absence of booster sessions or reinforcement
strategies.

While interventions appear to increase protective behaviours and
knowledge about sexual abuse, it is important that this learning
is not seen as a replacement for adult responsibility to ensure
child safety. Nor should education replace the need for appropriate
medical and legal handling of those affected by child sexual abuse.
We do not have evidence that these programmes reduce the
incidence of child sexual abuse. The findings of this review need
to be considered in the context of complementary prevention
initiatives. Current child sexual abuse prevention frameworks
suggest that strategies must not only target children, but must work
on multiple elements of children's social systems to prevent abuse

from occurring in the first place, namely at the level of the family,
community, and society (Smallbone 2008).

Overall completeness and applicability of evidence

Studies were conducted in countries with high and upper-middle
income economies according to the World Bank's analytical income
categories (The World Bank 2013). Most (16 of 24) were conducted
in North America, the remainder in Europe, East Asia, and Central
Asia. Ethnicity data were poorly or not reported in 10 of the
24 studies. Where data were reported, participants were from a
diverse range of ethnicities, increasing the generalisability of the
evidence, and also suggesting that concern about child sexual
abuse prevention and the delivery of programmes in schools is a
wide-spread phenomenon. Whether similar effects would be seen
when programmes are implemented in countries not included is
unknown.

All but one of the included studies was conducted in primary
(elementary) school settings. There are several possible reasons
for this. First, policy makers and school authorities may truly
recognise that the age of greatest vulnerability is within the earlier
school years (7 to 12 years according to Finkelhor 1986). Second,
from our searches, we gleaned that programmes for secondary
(high) school students tended to be broader in scope and focused
on the prevention of relationship and dating violence, sexually
coercive peer relationships, sexual harassment, or sexual assault
(see Fellmeth 2013). The purpose of these programmes was not
predominantly prevention of child sexual abuse, the focus of this
review. In our searches we noted a sizeable group of studies
based in preschool settings, the effectiveness of which requires
further scrutiny in a separate systematic review given that these
programmes have qualitatively different delivery methods and
contents, including greater parental participation, which we infer
may have a mediating effect.

None of the included studies investigated the effectiveness of a
web-based or online programme. This may be because rigorous
programme evaluations have not yet been developed, conducted,
or published. Online programmes offer the potential for technology
to capture real-time evaluation data from children as they
experience online interventions.

As noted above, the completeness and applicability of evidence
was limited by methodology and failure to report the full range
of child, intervention, and study design characteristics that could
possibly account for variations in programme effects. In the
period since the original review was conducted (Zwi 2007),
Cochrane Reviews have become more rigorous in identifying
methodological limitations in trials via risk of bias analyses, and
the CONSORT statement has been developed to provide guidance
on the reporting of randomised controlled trials (Shulz 2010).
Nevertheless, the methodological quality of trials has notimproved
substantially. No study in this area has yet published a study
protocol, and we found no clinical trials register records pertaining
to studies of this type. Researchers must continue testing these
interventions, but use study design methodology, data collection
tools, registration, and reporting guidelines that enable rigorous
scientific evaluation.
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Quality of the evidence

Summary of findings for the main comparison presents the quality
of evidence for each outcome of interest. We downgraded the
quality of evidence to moderate quality either due to risk of bias,
imprecision, or because of the impact of adjusting for the effect of
clustering within some of the studies. Most studies in this review
were at an unclear risk of selection bias as illustrated in Figure 1
and Figure 2, due to inadequate information regarding methods of
random sequence generation and allocation concealment. Studies
which randomised classes within a single school to intervention
and control groups were at high risk of contamination effects
owing to the interaction of children in school playgrounds,
friendship groups and families, and also from chance exposure
to programme concepts via teachers and other school staff
familiar with programme contents. In addition, there was detection
bias due to inadequate or unclear assessor, participant and
personnelblinding, and inadequate or unclear reporting of attrition
for assessments at post-test and follow-up. Double-blinding to
minimise performance bias is seldom possible in school-based
trials as group membership is obvious to participants, programme
facilitators, and school staff. Blinding of staff responsible for
assessing study outcomes can be controlled with careful planning
and implementation. This would be particularly effective where
outcome assessments are administered with children individually.
However, group administration of self report questionnaires or
vignette measures may be more susceptible to bias when used with
younger participants who are not yet able to read independently.
Alternative administration methods, including the use of digital
devices and animations, may go some distance to minimising
detection bias.

In 14 of the included studies children were randomised in
groups of classrooms, schools, or school districts for ease of
implementation. However, the appropriate analysis for cluster-
randomisation was not used in any of the studies resulting in
potential for overestimation of the effects of interventions. Initial
analyses do not take account of unit of analysis errors that occurred
in at least half of the studies in each meta-analysis. ICCs used in the
meta-analysis are imputed and may not be appropriate for all of
the studies included. Therefore, results might have differed had the
true ICCs from these studies been available, or had cluster-adjusted
results been provided by the authors. Furthermore, the same ICC
was used for studies that had undertaken cluster-randomisation at
class, school, and district level, which could further overestimate
the magnitude of the findings.

Potential biases in the review process

In producing this review our aim was to provide an unbiased
appraisal of the evidence available. We have attempted, therefore,
to be comprehensive in our reporting and transparent in our
methodology. The review was conducted in line with criteria in the
published protocol (Zwi 2003), and where we deviated from these
criteria to accommodate updates in Cochrane review methods or
advances in the field, we have documented this in the subsection
on Differences between protocol and review. The methodological
decision to produce each meta-analysis was complex, involving a
balance between the quest for an easily digestible summary of the
information, and the danger of applying results when significant
methodological caveats exist. We present the meta-analyses with
accompanying cautions as outlined above, and invite debate and
comments regarding the route we have chosen.

Agreements and disagreements with other studies or
reviews

Five previous meta-analyses of sexual abuse prevention
programmes exist as noted in Table 1, including the original version
of this review (Zwi 2007). Our review differs from previous reviews in
thatit assesses a broader range of outcomes, applies more rigorous
inclusion criteria to select high quality studies, and excludes
preschool programmes. Further, all previous reviews included
studies with control groups but did not apply randomisation
criteria, therefore unlike our review, previous reviews included
controlled before-and-after studies. All previous reviews have
found medium to large effects for knowledge outcomes in favour
of intervention groups. These effect sizes ranged from 0.57
(Heidotting 1994, 18 studies), through 0.71 (Rispens 1997, 16
studies) and 0.90 (Berrick 1992, 13 studies) to 1.07 (Davis 2000,
27 studies). Our previous review found a SMD of 0.59 (95%
confidence interval (Cl) 0.44 to 0.74; nine studies, n = 3022) for the
questionnaire-based knowledge outcome, which is the outcome
most comparable to the outcomes reported in previous reviews.
The current review found a SMD of 0.61 (95% Cl 0.45 to 0.78; 18
studies, n =4657).

Davis 2000 attempted subgroup analyses to examine moderator
effects: age (mean age was divided into three groups: three to five
years, 5.1 to eight years, older than eight years of age), level of
participation (participation was analysed at three different levels:
physical participation, verbal participation, no participation), and
number of sessions (three subsets: one session, two to three
sessions, more than three sessions). Due to inadequate reporting
of study data, we were unable to replicate these meta-analyses,
and would caution against using the broad variable of participation
as the only marker for programme variation. Given that most
programmes include multiple participatory opportunities, often in
combination, it may be more informative to develop and explore
the effects of multidimensional programme typologies as noted
above.

AUTHORS' CONCLUSIONS

Implications for practice

Our overall interpretation is that there is moderate quality
evidence that school-based programmes for the prevention
of child sexual abuse, of the types described in this review,
are effective in increasing primary (elementary) school-aged
children's protective behaviours and knowledge immediately post-
intervention. Knowledge scores did not deteriorate for intervention
participants one to six months after programme participation,
signalling that booster sessions or other maintenance strategies
for reinforcement of key messages remain appropriate follow-up
strategies. Retention of knowledge should be measured beyond six
months. It appears that older children make greater knowledge
gains than younger children when tested using questionnaire-
based measures, but not when using vignette-based measures,
indicating the need for caution when interpreting study findings.
None of the included studies evaluated programmes delivered via
electronic means. On balance of evidence, programmes do not
appear to increase or decrease children's fear or anxiety, and may
result in greater odds of disclosures of past or current sexual abuse
from children who have been programme participants, however
results are uncertain because of inappropriate data analysis in
individual studies. Hence, there is a need for ongoing monitoring
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of both positive and negative short- and long-term effects of
programmes in more rigorous studies with more detailed reporting
of potential moderators of programme effects in the form of child,
programme, and contextual characteristics.

Currently, schools implement a variety of interventions aimed at
preventing child sexual abuse. It is likely that these interventions
will be most useful as part of wider community initiatives
promoting the safety of children, the contents, processes, and
outcomes of which must be clearly defined and measured in
rigorous evaluation designs. Furthermore, children's increased
knowledge of abuse should not be seen as a replacement
for society's responsibility to ensure child safety. It must be
emphasised that increasing children's knowledge in this area
does not mean they are in any way responsible for abuse, which
might then occur by their not being able to apply this knowledge
in an actual abuse situation. Even if successful in only a small
proportion of situations, given the prevalence of child sexual abuse,
it is possible that the skills and knowledge learned in prevention
programmes may be of assistance to a considerable number of
children.

Implications for research

Further evidence is required to assess the effectiveness of school-
based programmes for the prevention of child sexual abuse.
The current evidence is primarily focused on improvements in
participants' skills (protective behaviours) and knowledge (both
factual and applied knowledge), and to a lesser extent on assessing
harm (child anxiety or fear) and disclosures of past or current child
sexual abuse. Further research is needed to investigate the links
(if any) between programme participation and actual prevention
of child sexual abuse. This will require large cohort studies with
repeated follow-up into adulthood. However, even large cohort
studies may not provide definitive evidence for changes in child
sexual abuse incidence, as it is under-identified and difficult to
prove. Further research is also required to address uncertainties
about the magnitude of skill or knowledge improvement (or both)
that can (if at all) translate to clinically important protective effects.
Such evidence is a necessary precursor to assessing programmes'
cost-effectiveness.

Ongoing research is needed to more rigorously evaluate
programmes. Research to date suggests several categories of
factors that may influence programme effectiveness, such as child
factors, including family microsystem factors; programme factors,
including school contextual factors; and evaluation design factors
(Heidotting 1994; Rispens 1997). These require further investigation
in well-designed experimental studies. Many demographic and
other independent variables were poorly reported in the included
studies. Reliable evidence of this type will advance assessment
of programmes' cultural sensitivity, and the appropriateness of
programmes for groups of children considered at greater risk.
Future evaluations must be more comprehensive, use valid,
reliable, standardised measures, and be more precisely reported,

according to evidence-based guidelines for reporting of clinical
trials such as the CONSORT (Consolidated Standards of Reporting
Trials) Statement (Shulz 2010).

Further investigation of programme contents, methods,
and delivery is required with a view to developing
programme typologies that can incorporate the programmes'
multidimensionality. To this end, typologies should be developed
that capture variables emerging as important in newly developed
frameworks for child sexual abuse prevention (Smallbone 2008),
such as the extent and nature of parent, teacher, and community
education components within programmes.

Future studies should address problems with study design, in
particular unit of analysis errors in cluster-randomised trials.
Studies where cluster-randomisation is used should adjust results
with appropriate statistical methods, and publish intra-class
correlation coefficients (ICCs) (Campbell 2004). It may then be
possible for meta-analyses to be more robust, and to overcome
inadequate sample size and study power to test for differences
in child characteristics and intervention types. Other design
features that warrant particular attention in future studies include
those domains associated with risk of bias: randomisation of
study participants, allocation concealment, blinding of outcome
assessors, reporting of attrition, and analysis based on intention-
to-treat (ITT). Longer follow-up periods for measurement of study
outcomes beyond six months are essential to monitor maintenance
effects.
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Methods Design: cluster-RCT
Unit of allocation: classrooms
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants
Mean age: 7.2 years
Gender: 53% male; 47% female

Total number randomised: 264 kindergarten, 1st, 2nd, and 3rd grade students
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Blumberg 1991 (continued)

Setting: 3 city elementary schools in San Diego unified school district, California
Country: USA
Attrition: intervention group 14/99 = 14.1%; intervention group 7/86 = 8.1%; control group 3/79 =3.8%

Interventions

Intervention 1: role-play programme ("Stop, Tell someone, Own your body, Protect yourself" (STOP))

« Content: body ownership/body rights; body openings needing protection (eyes, ears, private places);
appropriate and inappropriate touches; safety rules (Stop, Go, Tell, tell, tell and keep telling until
somebody listens); perpetrators are usually someone known to the child; sexual abuse is not the
child's fault; appropriate and inappropriate secrets

« Methods: role-play, modelling, rehearsal, and discussion
« Delivery: by volunteers trained by a licensed social worker with expertise in child sexual abuse

Intervention 2: multimedia programme ("Child Abuse Primary Prevention Program" (CAPPP))

« Content: discriminating types of touches based on feelings; they have the right to say no; safety rules
"Say No," "Go," and "Tell"; no one should touch private areas unless you need help; "touching secrets"
or secrets that hurt should never be kept; sexual abuse is never the child's fault

« Methods: younger children were taught concepts through use of teddy bear and viewed a film; older
children were taught through a puppet show and discussion

« Delivery: by educators, counsellor, school nurse, teachers, all trained by the school nurse

Control: fire prevention programme
Duration: 1 x 1-hour session

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): yes, reported in Chadwick 1989
Knowledge (vignette-based knowledge): Touch Discrimination Task, comprising 7 vignettes in which an
adult touched a child in some way
Disclosures: child protective services file search at 15 months post intervention
Harm: not reported
Other: fear survey, sexual abuse knowledge index, and measure of behavioural acquisition, reported in
Chadwick 1989
Last outcome assessment: 3 to 94 days post intervention
Notes Author contact: yes
This study was part of a larger study (n = 486) reported in Blumberg 1987 and Chadwick 1989
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk "Classrooms were randomly allocated for treatments. Student participation
tion (selection bias) was based on parental consent" (p 15). Method of randomisation was not re-
ported
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants High risk Students within the same school received 1 of 3 interventions (role-play pro-
and personnel (perfor- gramme, multimedia programme, or control fire safety). It is possible that chil-
mance bias) dren may have been aware of this or exposed to other factors/information
All outcomes apart from the intervention they were receiving, or both (e.g. through treat-
ment-control contamination via playground, siblings, or friendships). Blinding
of key personnel (e.g. teachers) may not have been possible in the school de-
livery context
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Blumberg 1991 (continued)

Blinding of outcome as- Low risk
sessment (detection bias)

"The children were not informed that the interviews were related to the pre-
sentations" (p 20). Outcome assessors were different to the persons providing

All outcomes

the interventions. "Interviewers were blind to the group membership of the
children, and no child was interviewed more than once by the same interview-
er to control for potential effects of rapport building" (p 19)

Incomplete outcome data

(attrition bias)
All outcomes

High risk Attrition: intervention group 1 14/99 = 14.1%; intervention group 2 7/86 = 8.1%;
control group 3/79 = 3.8%. Reasons for attrition were not reported

Selective reporting (re-

porting bias)

Low risk This study reported on data from participants (n = 264) who were part of a larg-
er study (n =486). The data reported in this trial were for those participants
who completed both pre-test and post-tests (n = 264). Some children in the
larger study completed post-tests only to control for pre-test sensitisation (n
=221). In the Blumberg 1991 journal article and the Blumberg 1987 thesis, a
broader range of measures was mentioned in the methods section than was
reported in the results section. The Chadwick 1989 thesis reported on the full
range of measures

Chen 2012

Methods

Design: RCT
Unit of allocation: individuals
Intention-to-treat: no

Adjustment for clustering: no

Participants

Total number randomised: 46 students in grades 1 through 6

Mean age: 9.02 years

Gender: not reported

Ethnicity: 100% Taiwanese

Setting: 1 public elementary school in a rural area in southern Taiwan
Country: Taiwan

Attrition: 0%

Interventions

Intervention: child sexual abuse prevention training based on Red Flag/Green Flag People (Rape and
Abuse Crisis Center 2008) and Red Flag/Green Flag People Il (Grimm 1994)

« Content: body ownership; distinguishing appropriate from inappropriate touches and requests; dis-
tinguishing types of secrets; and abduction prevention training based on the book "Who Is a Stranger
and What Should | Do?" (Girard 1985)

« Methods: instruction; modelling, role-play, rehearsal, practice, feedback, and reinforcement
« Delivery: details not reported

Control: wait list control

Duration: 2 x 50-minute sessions delivered "at the beginning of the school day... before children began
their regular academic classes" (p 628)

Outcomes

Protective behaviours simulation: no
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Chen 2012 (continued)

Knowledge (questionnaire-based knowledge): Children's Sexual Knowledge Questionnaire (CSKQ), a 6-
item self report knowledge questionnaire with response items correct/incorrect/l don't know

Knowledge (questionnaire-based knowledge): Children's Awareness of Scary Secrets (CASSQ), a 6-item
self report measure to distinguish okay from not okay secrets. Items scored correct/incorrect

Knowledge (vignette-based knowledge): Chinese What If Situations Test (CWIST), comprising 6 hypo-
thetical situations (3 appropriate and 3 inappropriate) to which children respond okay or not okay and
then answer to a standard list of 4 further questions

Disclosures: not reported

Harm: not reported

Other: no

Last outcome assessment: 2 to 3 weeks after programme completion

Notes Author contact: yes

This study is reported as a "pilot" programme
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Children in each group then were randomly assigned to the skills-based CSA

tion (selection bias) prevention program (n = 23) or the WLC condition (n =23)..." (p 625). Method
of randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. Tests for baseline imbalances were conducted. No significant differences
between the groups were observed "on the demographic variables (e.g. gen-
der, race, age) or on other measures administered at pretest" (p 632)

Blinding of participants Unclear risk Blinding procedures were not reported

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Outcome assessment was administered in group format but no further infor-

sessment (detection bias) mation was reported. The identities of the outcome assessors were not specif-

All outcomes ically reported however we assume the outcome assessors were the same per-
sonnel as those delivering the programme

Incomplete outcome data  Low risk The study reported "all children enrolled in the study completed the pre- and

(attrition bias) post-assessment instruments and completed the treatment" (p 632)

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the article were also report-

porting bias)

ed in the results. However, some data were incomplete. Missing data were pro-
vided after author contact

Crowley 1989
Methods Design: quasi-experimental randomised Solomon 4-group design
Unit of allocation: classes or homerooms
Intention-to-treat analysis: no
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Crowley 1989 (Continued)

Adjustment for clustering: no

Participants

Total number randomised: 293 4th and 5th grade students

Mean age: not reported; data provided for grade level only

Gender: 45% male; 55% female

Ethnicity: not reported

Setting: 4 elementary schools in the Bedford Central School District, Westchester County, New York
Country: USA

Attrition: the study consisted of 367 "potential participants" (p 45). Data on 74 participants (20%) were
excluded due to missing or incomplete data, or absence during a portion of the study

Interventions

Intervention: "Good Touches/Bad Touches: A Program to Prevent Child Sexual Abuse" devised by the
MHAWC 1984 (group 1 and group 3)

« Content: individuals are unique and special; feelings are special and important; different kinds of
touches; body ownership; touching; saying no; distinguishing types of secrets; identifying trusted
adults; how to tell

« Methods: discussion; structured activities, including active participation and rehearsal; film; review

« Delivery: by school psychologists, school social worker, school nurse, and teacher who received 2
training sessions by programme developers (5 hours) plus departmental training (2 hours)

Control: wait-list control (group 2 and group 4)

Duration: 2 x 45-minute sessions, once per week for 2 weeks

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Sexual Abuse Knowledge Inventory (SAKI), a 27-item
multiple choice format test
Knowledge (questionnaire-based knowledge): Personal Safety Questionnaire (PSQ) (Saslawsky 1986), a
13-item test. Used to establish construct validity of the SAKI
Knowledge (vignette-based knowledge): no
Disclosures: not reported
Harm: not reported
Other: no
Last outcome assessment: 3 months after programme completion
Notes Author contact: no
Solomon 4-group design consisted of: group 1: pre-tested treatment; group 2: pre-tested control; group
3: unpre-tested treatment; group 4: unpre-tested control
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk "Fourth and fifth grade children (n =293) were randomly assigned to one of
four groups" (p iii). Method of randomisation was not reported

Allocation concealment
(selection bias)

High risk Method of concealment was not described. Potentially unconcealed proce-
dure. Tests of baseline imbalances were conducted: "successful randomisation
of Groups 1 & 2 did not occur" (pp 60 - 61). There were differences in pre-test
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Crowley 1989 (Continued)

mean scores for groups 1 and 2. Group 1 had higher scores on the pre-test SAKI
than group 2. Group 3 had higher scores on the SAKI and PSQ than group 4

Blinding of participants High risk Blinding procedures were not reported. It did not seem that the intervention

and personnel (perfor- groups were blinded to their own condition. Homeroom teachers were present

mance bias) during programme delivery, so it was not possible for them to be blinded to

All outcomes the students' conditions

Blinding of outcome as- High risk Group administration of the outcome assessment meant that outcome asses-

sessment (detection bias) sors would need to be blinded to the condition of each entire class or home-

All outcomes room. Given that the assessors were school staff, blinding was not possible. On
some occasions the outcome assessor was the researcher who was not blind-
ed to the groups. On some other occasions the outcome assessor was the pro-
gramme presenter who was also not blinded to the groups

Incomplete outcome data  High risk Data on 74 participants (20%) were excluded due to missing or incomplete da-

(attrition bias) ta, or absence during a portion of the study

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the thesis were also reported

porting bias)

in the results. Significant and insignificant results were reported

Daigneault 2012

Methods

Design: quasi-experimental design with random assignment of participants to groups
Unit of allocation: schools
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Participants: 160 1st, 2nd, 3rd, and 4th grade students
Mean age: 7.75 years
Gender: not reported

Ethnicity: reported as country of birth. 48% Canada; 14.5% Middle East; 13% Asia; 10% Africa; 7% Eu-
rope; 4% South America; 3% North America; 0.5% Oceania

Setting: 3 public schools in low socioeconomic areas of Montreal, Canada

Country: Canada

Attrition: not reported

Interventions

Intervention: ESPACE child sexual abuse prevention programme, "a French adaptation of the CAP
workshop (Cooper 1991)" (p 525) for children aged 3 to 12 years

« Content: awareness of personal rights; (safe, strong, secure), self assertion skills (self defence yell),
and appropriate responses to instances of abuse (seeking out peer support, confiding in a trusted
adult). Also included prevention of verbal and physical violence

« Methods: role-playing, guided discussions, behaviour modelling, and rehearsals
« Delivery: 3 trained community workers from diverse ethnic backgrounds

Booster: Confidence, Solidarity, Respect (CSR) based on ESPACE (p 526)

« Content: revision of prevention knowledge; definitions of aggression and violence; cycle of violence;
ways of using power positively; impact of behaviour on others

» Methods: guided discussions, behaviour modelling, role-playing and rehearsals.
« Delivery: "instructors" not otherwise specified (p 526)
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Daigneault 2012 (continued)

Control: wait-list control (table 2)
Duration: 1 x 90 minute workshop

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): French translation of 24-item CKAQ (Tutty 1995)

Knowledge (vignette-based knowledge): adaptation of the WIST (Wurtele 1998) comprising 3 vignettes
matching ESPACE content with response options (yes/no) to 4 possible behaviours for each vignette
(12 items in total)

Disclosures: not reported
Harm: children's feelings of safety, an 11-item measure adapted from Schwab-Stone 1995
Other: children's peer victimisation over the past week, a 10-item measure adapted from Orpinas 1995

Last outcome assessment: "in the second year of the study" (p 530)

Notes Author contact: yes

Study reports on booster component with 4 additional outcome measures: general knowledge about
violence; confidence in others; empathic concern; and respect towards others

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Schools were randomly assigned to conditions across two years of the

tion (selection bias) study" (p 527)

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure

Blinding of participants Low risk "Interviewers (n=7) and ESPACE instructors (n = 4) were blind to school sta-
and personnel (perfor- tus at T1 and T2. Only interviewers were blind to school status at T4 and T5" (p
mance bias) 527). Blinding procedures were not described

All outcomes

Blinding of outcome as- Low risk "Interviewers (n=7) and ESPACE instructors (n = 4) were blind to school sta-
sessment (detection bias) tus at T1 and T2. Only interviewers were blind to school status at T4 and T5" (p
All outcomes 527). Blinding procedures were not described

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition was not reported

(attrition bias)
All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the article are reported in
porting bias) the results

Dake 2003
Methods Design: cluster-RCT

Unit of allocation: schools (20 classrooms in 8 schools)
Intention-to-treat analysis: no

Adjustment for clustering: no
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Dake 2003 (continued)

Participants Total number randomised: 450 3rd grade students (20 classrooms in 8 schools)
Mean age: 8.7 years
Gender: 51% male; 49% female

Ethnicity: 56.0% Black; 33.7% White; 2.4% Hispanic; 6.0% Other

Setting: 6 urban and 2 rural public schools in the greater metropolitan area of a large Midwestern city
Country: USA

Attrition: 24%

Interventions Intervention: child abuse prevention curriculum modified from an existing curriculum (title not report-
ed)

« Content: abuse problems children may encounter; people in family and community support systems
that children can turn to in abuse situations; 3 types of touches; personal safety rules regarding po-
tential child abuse; child abuse is never a child's fault; child abuse should never be kept secret; empa-
thy for others who find themselves in abusive situations

« Methods: role-play, video, discussion

« Delivery: by employees of a child abuse prevention agency and trained volunteers (all had attended
a 30-hour training programme)

Control: wait-list control
Duration: 2 x 1-hour sessions

Outcomes Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): custom made 26-item questionnaire including: 16
knowledge items; 5 efficacy expectation items (confidence take action in abuse situations); 4 demo-
graphic items; and 1 item that determined if the children knew an extra familial adult they could talk to
about abuse

Knowledge (vignette-based knowledge): no
Disclosures: not reported
Harm: not reported

Other: no

Last outcome assessment: 3 months after programme completion

Notes Author contact: yes

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Low risk Method of randomisation was not reported. Evidence of computer randomisa-

tion (selection bias) tion provided after author contact (Zwi 2007)

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. Tests for baseline imbalances were conducted. No statistical differences
were evident between intervention and control groups on outcome measures
for knowledge or efficacy expectations

Blinding of participants Unclear risk Blinding procedures were not reported

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Group administration of the outcome assessment meant that outcome asses-

sessment (detection bias) sors would need to be blinded to the condition of whole schools. This may not

All outcomes
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Dake 2003 (continued)

have been possible under the circumstances. The identities of the outcome as-
sessors were not reported

Incomplete outcome data ~ High risk Attrition was reported as 24% due to "absenteeism" and "unmatchable ques-
(attrition bias) tionnaires" (p 78)
All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the article were also report-
porting bias) ed in the results

Dawson 1987

Methods Design: cluster-RCT
Unit of allocation: classrooms
Intention-to-treat analysis: no

Adjustment of clustering: no

Participants Total number randomised: 237 4th, 5th, and 6th grade students
Mean age: 10.6 years
Gender: 54% male; 46% female
Ethnicity: 53.2% White; 46.8% Black
Setting: 2 Memphis City public schools
Country: USA

Attrition: intervention group, 7/96 (7.3%); control group 1, 2/76 (2.6%); control group 2, 2/65 (3.1%)

Interventions Intervention: child sexual abuse prevention programme presentation, including the appropriate grade
level film from the series "Child Sexual Abuse: A Solution" (Adams 1984)

« Content: definitions; session standards; purpose of session; discriminate appropriate and inappropri-
ate touches; trusting feelings; talking with a trusted adult; offender characteristics and approaches;
offenders are likely to be someone they know; personal safety rules; distinguishing appropriate and
inappropriate secrets; child sexual abuse is against the law; children are not to blame; skills for resist-
ing or avoiding abuse; identifying support systems

« Methods: film; role-play; modelling; problem-solving activities ("what if" situations); questions and
answers

« Delivery: by school district sexual abuse co-ordinator
Control 1: no presentation (same school as intervention group)
Control 2: no presentation (different school)

Duration: 1 x 60-minute session

Outcomes Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): Personal Safety Issues Test, a 10-item multiple choice
test

Knowledge (vignette-based knowledge): no

Disclosures: not reported
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Dawson 1987 (Continued)

Harm: not reported
Other: no

Other: State-Trait Anxiety Inventory for Children (STAIC) (Speilberger 1966), 20 statements designed to
measure transitory anxiety

Last outcome assessment: 6 weeks post intervention

Notes Author contact: no
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk "Classes in the selected schools were randomly assigned to the different treat-
ment groups" (p 45). Method of randomisation was not reported

Allocation concealment
(selection bias)

Unclear risk Method of concealment was not described. Potentially unconcealed proce-
dure. Tests of baseline imbalances were conducted. Age, race, and gender ra-
tios were not significantly different among groups. However, results showed
that the mean pre-test knowledge test score for group B (control 1) was signifi-
cantly higher than A (intervention) or C (control 2) on the pre-test (p 82)

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

High risk Blinding procedures were not reported. Students within one school were re-
ceiving both treatment and control conditions. Authors indicate that children
may have been exposed to "grapevine" effect (p 51) whereby information was
transmitted informally throughout the school, or between siblings in a fami-
ly or across families having contact with each other outside of school. School
personnel did not appear to be blinded to group or class membership so there
is risk of differential treatment of groups

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Classroom teachers, a guidance counsellor, and the researcher served as out-
come assessors. Outcome assessors remained in the classroom during the
child sexual abuse prevention presentation, therefore, it was not possible for
them be blinded to the groups they were assessing. It is not clear if outcome
assessment was administered individually to children, or in group format with
whole classes

Incomplete outcome data
(attrition bias)
All outcomes

Low risk Attrition is noted as 7.3% intervention, 2.6% control 1, 3.1% control 2

Incomplete data were noted as due to student absence or withdrawal from
school. Itis possible that there were differences between students with com-
plete and incomplete data

Selective reporting (re-
porting bias)

Low risk All measures discussed in the methods section of the article were also report-
ed in the results. Additional interaction effects were presented

Del Campo Sanchez 2006
Methods Design: quasi-experimental design with random assignment of subjects to groups
Unit of allocation: individuals
Intention-to-treat analysis: no
Adjustment for clustering: no
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Del Campo Sanchez 2006 (Continued)

Participants Total number randomised: 382 3rd, 4th, 5th and 6th grade students
Mean age: not reported; grade levels included 8 to 12-year old children
Gender: 54% male; 46% female
Ethnicity: not reported
Setting: 5 public and religious elementary schools in Salmanca, Spain
Country: Spain

Attrition: not reported

Interventions Intervention 1: prevention of child sexual abuse programme (Lopez 1997)
« Details not reported
Intervention 2: conventional sex education
« Details not reported
Control: no intervention

Duration: 2 x 1-hour sessions, once per week for 2 weeks, delivered during school hours

Outcomes Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): questionnaire on knowledge about sexual abuse, a 35-
item test comprising 33 knowledge and skill items and 2 items on communication with parents about
child sexual abuse

Knowledge (questionnaire-based knowledge): Personal Safety Questionnaire (PSQ) (Saslawsky 1986),
a 13-item test. Used to establish construct validity of the questionnaire on knowledge about sexual
abuse

Knowledge (vignette-based knowledge): no

Disclosures: spontaneous child disclosures reported (8/277 or 2.9% in experimental groups; 2/105 or
1.9% in control group)

Harm: information on programme side effects was collected in a questionnaire for parents (12-item
version) and educators (9-item version) asking for observations of positive and negative changes in
children's behaviour after programme completion

Other: qualitative assessment of children's participation in the programme during delivery. These data
were collected using an observation sheet completed by educators acting as "participant observers" (p
2)

Last outcome assessment: 8 months after programme completion

Notes Author contact: yes

The curriculum evaluated in this study is the 1st elementary school curriculum of its type developed for
delivery in Spain

Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk "Subjects were randomly assigned" (p 2). Method of randomisation was not re-
tion (selection bias) ported
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Del Campo Sanchez 2006 (Continued)

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. Tests for baseline imbalances were conducted. There were no baseline
imbalances regarding pre-treatment knowledge and skills in groups

Blinding of participants Unclear risk Blinding procedures were not reported

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- Unclear risk The method of assessment (group or individual administration) was not re-

sessment (detection bias) ported. The measures used to blind outcome assessors from knowledge of

All outcomes which intervention participants received was not reported

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition not reported

(attrition bias)

All outcomes

Selective reporting (re- High risk All measures discussed in the methods section of the article were also report-

porting bias) ed in the results. However, data were incomplete (i.e. missing means and stan-
dard deviations on total knowledge scores for each of the 3 conditions)

Fryer 1987a
Methods Design: RCT

Unit of allocation: individuals
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 48 kindergarten, 1st, and 2nd grade students
Mean age: not reported
Gender: not reported

Ethnicity: not reported

Setting: 1 mid-town Denver elementary school
Country: USA

Attrition: <10%

Interventions

Intervention: "Children Need to Know Personal Safety Training Program" (Kraizer 1981)

« Content: 4 safety rules to follow when they were not with care-taking adults: stay an arm's reach away
from strangers; don't talk to them; don't take anything from them; don't go anywhere with them

« Methods: role-play
« Delivery: details not reported

Control: wait-list control
Duration: 1 x 20-minute presentation, once per day for 8 days

Outcomes Protective behaviours simulation: yes. Involved staging of actual simulations used to record children's
responses indicating their "degree of vulnerability to abuse" (p 175)
Knowledge (questionnaire-based knowledge): Children Need to Know Knowledge Attitude Test, a 20-
item examination (results not reported)
Knowledge (vignette-based knowledge): no
Disclosures: not reported
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Fryer 1987a (Continued)

Harm: discussed but not measured

Other: Harter Perceived Competence Scale for Children (Harter 1982) used to measure self esteem (re-

sults not reported)

Last outcome assessment: for the simulation "the day after the classroom program" (p 175); for the
questionnaire measures "immediately following the instruction" (p 177)

Notes Author contact: yes

The results of this study are also reported in Fryer 1987b
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Twenty-four each were randomly assigned to the experimental and control

tion (selection bias) groups tested" (p 174). Method of randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. Tests of baseline imbalances revealed "pretest scores on each of the
three tests administered were very nearly the same for the two study group-
s" (p 177)

Blinding of participants High risk As there was only 1 intervention group, there was no possibility for systematic

and personnel (perfor- differences between groups in the way in which the programme was delivered.

mance bias) However, as the control group were from the same school, they may have ex-

All outcomes perienced some contamination or exposure to the programme via other stu-
dents in the playground, or friends, or siblings outside of the study setting

Blinding of outcome as- Low risk Children were blinded to the simulation test. "A research assistant, posing as

sessment (detection bias) a stranger" (p 175) conducted the outcome assessment. The blinding of the as-

All outcomes sessor (if any) is not reported. "A hidden camera and wireless microphone pro-
duced an audiovisual record of the encounter which was later reviewed and
scored by research team members" (p 176). Interrater reliability was estab-
lished as 1.0 (total reliability)

Incomplete outcome data  High risk Missing data were reported for 1/24 in experimental group (4%) and 3/24 for

(attrition bias) the control group (12.5%). Data were gathered only from children present on

All outcomes both testing days

Selective reporting (re- High risk Not all measures discussed in the methods section of the article were also re-

porting bias)

ported in the results. The results reported in the papers refer only to the simu-
lation

Grendel 1991

Methods

Design: cluster-RCT

Unit of allocation: classrooms and individuals

Intention-to-treat analysis: no

Adjustment for clustering: no, although in some analyses ANCOVA was used to enable adjustment for
confounding because of the influence of intact groups

Participants

Total number randomised: 100 1st grade students
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Mean age: 6.9 years
Gender: 48% male; 52% female

Ethnicity: 84.3% White; 15.7% African-American (intervention group); 79.6% White; 18.4% African-Amer-
ican (control group)

Setting: "2 public schools serving a middle income, predominantly white population from a large
school district in the northern part of the Greater Cincinnati area" (p 66)

Country: USA

Attrition: intervention group, 12/62 (19%); control group, 14/63 (22%)

Interventions

Intervention: "Child Sexual Abuse Prevention Program" (developed by Women Helping Women, Ohio)

« Content: what is a stranger?; public versus private parts of the body; happy versus sad touches; trust-
ing your feelings or inner voices; 3 body safety rules (say no, get away, tell someone); what if situa-
tions/concrete examples; who could you trust to tell?

« Methods: film, discussion, and review
« Delivery: by Women Helping Women education programme co-ordinator

Control: wait-list control

Duration: 1 x 50-minute session

Outcomes

Protective behaviours simulation: no

Knowledge (Questionnaire-based knowledge): Personal Safety Questionnaire (PSQ) (Saslawsky 1986),
15 items. "A few minor changes were made in the wording of the PSQ fort his study, but the meaning of
the questions remained unchanged" (p 80)

Knowledge (vignette-based knowledge): "What If" Situations Test (Wurtele 1989), 6 hypothetical sit-
uations, including 3 appropriate and 3 inappropriate touch situations. After each vignette there are 5
questions

Disclosures: not reported
Harm: not reported

Other: Parent Perception Questionnaire (Wurtele 1989); Teacher Perception Questionnaire (Wurtele
1989); Children's Reactions to Prevention Program (adapted from Binder 1987b; Hazzard 1991)

Last outcome assessment: 1-day post intervention

Notes

Author contact: no

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk "In each school one intact class was randomly assigned to the treatment
group, a second intact class was randomly assigned to the control group, and
the students in the third class were randomly assigned to ether the treatment
or control group" (p 69). Method of randomisation was not reported

Allocation concealment
(selection bias)

Unclear risk Method of concealment was not described. Potentially unconcealed proce-
dure. Tests of baseline imbalances were conducted: "the results of the demo-
graphic data indicate that the treatment and control groups were very simi-
lar on the variables assessed... both groups demonstrated comparable knowl-
edge about sexual abuse and sexual abuse prevention skills" (pp 88-90)
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Blinding of participants High risk The intervention groups were not blinded to their own condition and school
and personnel (perfor- personnel were not blinded to group or class conditions since teachers at-
mance bias) tended training and completed measures. Since both intervention and control
All outcomes groups were from the same school, there is a possibility of treatment-control
contamination effects

Blinding of outcome as- Low risk Outcome assessment was conducted individually with each participant.
sessment (detection bias) "Every effort was made to keep the assistants naive to the hypotheses and to
All outcomes the group membership of the subjects" (p 72)
Incomplete outcome data  High risk Incomplete outcome data, mainly in the form of "missing data due to stu-
(attrition bias) dents' absence, withdrawal from school, unwillingness to participate" (p 70).
All outcomes This is high: 19% intervention group; 22% control group
Selective reporting (re- Low risk All measures discussed in the methods section of the article were also report-
porting bias) ed in the results

Harvey 1988
Methods Design: RCT

Unit of allocation: individuals

Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 90 kindergarten children
Mean age: 5.8 years (70 months)
Gender: not reported

Ethnicity: 56.3% Caucasian; 43.7% Black
Setting: 4 schools in a rural area near Georgia
Country: USA

Attrition: 21%

Interventions

Intervention: "Good Touch-Bad Touch" programme (citation not reported)

Content: defining sexual abuse; differentiating between good, bad, and sexually abusive touches;
identifying who can sexually abuse children; 5 body safety rules (I can decide with whom | want to
share my body; recognising when "something wrong" is happening to me; learning to say "no" and
get away; learning to tell someone what happened; and recognising that, if abuse occurs, it is never
my fault)

Methods: storybook, game, film, song, and role-plays. Utilising modelling, rehearsal, and social rein-
forcement as teaching procedures

Delivery: by 2 members of the research team who were experienced programme presenters

Control: story, discussion, film, and song not related to child sexual abuse
Duration: 3 x 30-minute sessions across 3 consecutive days

Outcomes

Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): basic knowledge, a 5-item test

Knowledge (vignette-based knowledge): good touch/sexually abusive touch pictures, comprising 10
pictures of young children interacting with an adult. 5 pictures represented good touches, and 5 pic-
tures represented sexually abusive touches
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Harvey 1988 (Continued)

Knowledge (vignette-based knowledge): direct test, comprising 2 scenes (taught as part of the pro-
gramme) followed by 6 questions

Knowledge (vignette-based knowledge): generalisation test, comprising 2 scenes (not taught as part of
the programme) followed by 6 questions

Disclosures: not reported

Harm: not reported

Other: no

Last outcome assessment: 7 weeks after programme completion

Notes Author contact: yes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Children in each of the four schools were randomly assigned (with the restric-

tion (selection bias) tion that at the pre intervention assessment there was approximately an equal
number of black and white boys and girls per group) to one of two groups: an
experimental group and a placebo control group" (p 432). Method of randomi-
sation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. In terms of baseline imbalances, results indicated no significant differ-
ences in the age of children, family socioeconomic status, gender, or race be-
tween experimental and control groups

Blinding of participants High risk Blinding procedures were not reported. 2 "experimenters" delivered the in-

and personnel (perfor- tervention programme (p 431). "Each experimenter conducted experimental

mance bias) and placebo control sessions in two schools" (p 431). These individuals could

All outcomes not have been blinded to study conditions, however the use of 2 individuals in-
creases the risk that compared groups received different interventions

Blinding of outcome as- Unclear risk Outcome assessment was conducted "individually for each child at pre inter-

sessment (detection bias) vention, postintervention, and follow up" (pp 431-2). The measures used to

All outcomes blind outcome assessors from knowledge of which intervention participants
received was not reported

Incomplete outcome data  High risk Attrition was reported only for the study overall, and not specified for interven-

(attrition bias) tion and control groups. Attrition and missing data were attributed to student

All outcomes absence during the programme or testing, and moving from the school. Attri-
tion was calculated overall as 19/90 (21%)

Selective reporting (re- High risk Not all measures discussed in the methods section of the article were also re-

porting bias)

ported in the results. Means and SDs for knowledge outcomes were measured
but not reported

Hazzard 1991

Methods Design: cluster-RCT
Unit of allocation: schools
Intention-to-treat analysis: no
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Adjustment for clustering: no

Participants Total number randomised: 399 3rd and 4th grade students
Mean age: not reported
Gender: 50% male; 50% female

Ethnicity: 68% Caucasian; 23% Black; 4% Hispanic; 3% Asian; 2% Other

Setting: 27 classrooms (14 x 3rd grade and 13 x 4th grade) in 8 city elementary schools from a suburban
school district in a large southeastern city

Country: USA

Attrition: not reported

Interventions Intervention 1: teacher and child training comprising a 6-hour workshop for teachers and adaptation of
"Feeling Yes, Feeling No" (National Film Board of Canada 1985) sexual abuse prevention curriculum for
children and homework handouts

« Content: touches can give children positive or negative feelings; children can say no, leave, and tell a
trusted adult; sexual abuse is when a grown-up or older child touches the private parts of your body or
asksyoutotouch orlook at their private parts; children can problem-solve (use "3 stranger questions")
to avoid dangerous situations with strangers; sometimes children are sexually abused by someone
they know; there are many adults who can help sexually abused children so keep telling if the first
adult you tell does not believe you; and sexual abuse is never the child's fault

« Methods: video tape, discussion, and role-play, plus Spiderman and Power Pack comic book (Marvel
Comics 1984) and homework handouts

« Delivery: by female mental health professional with expertise in child sexual abuse
Intervention 2: child training only as per intervention 1

Intervention 3: teacher training only as per intervention 1

Control: fire or water safety programme, and wait-listed to receive the programme after follow-up test-
ing was completed

Duration: 3 x 1-hour sessions

Outcomes Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): What | Know About Touching scale, a 25-item measure
testing knowledge of concepts, including: definitions of sexual abuse, characteristics of abusers, who
can be abused, it's ok to say no, it's okay to tell about abuse, and sexual abuse is not the child's fault
Knowledge (vignette-based knowledge): What Would You Do? A video tape measure comprising 6 x 30-
second scenarios, which were not shown or discussed in the prevention programme. This outcome as-
sessment was administered to 4 to 6 randomly selected children from each treatment group at post-
test and follow-up

Disclosures: yes
Harm: not reported

Other: State-Trait Anxiety Inventory for Children (STAIC) (Spielberger 1973); parent measure (adapted
from Miller-Perrin 1986)

Last outcome assessment: 1-year follow-up

Notes Author contact: yes
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk "One school from each set was randomly assigned to one of four condition-
tion (selection bias) s" (p 125). Method of randomisation was not reported
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Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure

Blinding of participants High risk "All teachers were aware that different schools were receiving different ser-

and personnel (perfor- vices and were told that we were evaluating the effectiveness of different mod-

mance bias) els of sexual abuse prevention training" (pp 125-6). "Since the child prevention

All outcomes program was presented by professional trainers rather than teachers them-
selves, the teacher training component was not expected to have a major im-
pact on children's gains at post-testing. However, it was expected that if Con-
dition 1 teachers became more knowledgeable and supportive of prevention
education as a result of their own training, their students might demonstrate
continued increases in prevention knowledge and skills over the 6-week fol-
low-up period" (p 126)

Blinding of outcome as- High risk Outcome assessments were conducted via group administration by a research

sessment (detection bias) assistant who read the scripts to participating children in each class. However,

All outcomes the video measure was administered at post-test and follow-up to a random
sample of 4 to 6 children from each group. The video measure was "adminis-
tered by a trained research assistant to each child as an individual structured
interview. Interviewers were not blind to subjects' treatment condition since
schools were assigned to condition" (p 128)

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition between pre- and post-test was not

(attrition bias) reported. However, complete data were reported for 103/399 at 1-year fol-

All outcomes low-up (25.8%)

Selective reporting (re- Low risk All measures discussed in the methods section of the article were also report-

porting bias)

ed in the results

Hébert 2001

Methods

Design: quasi-experimental randomised Solomon 4-group design

Unit of allocation: schools
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Participants: 133 1st and 3rd grade students
Mean age: 7 years 2 months
Gender: 50% male; 50% female

Ethnicity: not reported

Setting: 2 primary schools in Quebec City situated in middle-income areas
Country: Canada

Attrition: not reported

Interventions

Intervention: ESPACE child sexual abuse prevention program, "an adaptation of the widely implement-
ed American Child Assault Prevention Program [CAPP] (Cooper 1991)" (p 508)

« Content: enhance children's awareness of their personal rights; basic prevention concepts and skills;
self assertion skills; self defence yell; children are encouraged to ask friends for help and to tell a trust-
ed adult if abuse occurs; covers issues relating verbal and physical abuse and bullying; workshops for
parents and teachers are included

» Methods: role-playing, guided discussions, behaviour modelling, and rehearsal
« Delivery: by female community workers

Control: wait-list control, scheduled to receive the programme in the next calendar year
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Hébert 2001 (Continued)

Duration: 1 x 60- to 75-minute workshop

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): knowledge questionnaire, an 11-item measure derived
from the CKAQ (Tutty 1995) and the PSQ (Saslawsky 1986)
Knowledge (vignette-based knowledge): vignette measure of skills, comprising 5 video vignettes (4 de-
picting abuse situations; 1 non-abusive situation)
Disclosures: not reported
Harm: data on potential side effects of the programme were gathered from parents who completed the
PPQ 2 weeks after programme completion
Other: children's programme satisfaction measure; parent questionnaire adapted from the PPQ
(Wurtele 1989); programme fidelity measure
Last outcome assessment: 2 months after programme completion
Notes Author contact: yes
Solomon 4-group design consisted of: group 1 treatment group (pre-test, post-test and follow-up);
group 2 control group (pre-test and post-test); group 3 treatment group (post-test and follow-up only);
group 4 control group (post-test only)
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk "Assignment of schools to conditions was determined randomly" (p 509).
tion (selection bias) Method of randomisation was not reported
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure. Tests for baseline imbalances were conducted. There were no significant
differences between intervention and control groups with respect to "expo-
sure to prevention information prior to their participation in the program" (p
512)
Blinding of participants High risk Blinding procedures were not reported. Students in the same school received
and personnel (perfor- the same intervention. It is likely that participants were not blinded to their
mance bias) condition. School personnel were not blinded to the conditions of children
All outcomes within the school as teachers received training as part of the programme
Blinding of outcome as- High risk "The program was delivered in class by three female community workers. Six
sessment (detection bias) graduate students were recruited as interviewers, all of whom had extensive
All outcomes experience with children in school settings" (p 511). "The questionnaire was
administered collectively in class" (p 509) meaning that outcome assessors
would need to have been blinded to the condition of whole schools. This is
unlikely under the circumstances. The video vignettes were watched in small
groups of 4 or 5 children and questions were answered individually
Incomplete outcome data  Unclear risk Missing data were not reported. Attrition not reported
(attrition bias)
All outcomes
Selective reporting (re- Low risk All measures discussed in the methods section of the article were also report-
porting bias) ed in the results section
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Kolko 1989

Methods

Design: cluster-RCT
Unit of allocation: school districts
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Participants: 337 3rd grade students
Mean age: 8.3 years (experimental group); 8.5 years (control group)
Gender: 52% male, 48% female (experimental group); 57% male, 43% female (control group)

Ethnicity: not reported

Setting: elementary schools in Washington County, Pennsylvania

Country: USA

Attrition: from enrolment to 2-week post-test 16.2%; from enrolment to 6-month follow-up 25.3%

Interventions

Intervention: Red Flag/Green Flag programme (Williams 1980)

« Content: defining sexual abuse; differences between good and bad, touching from strangers, familiar
people, and family members; prevention rules; potentially helpful adults; discussion of personal ex-
periences, and training in prevention skills (say no, get away quickly, tell adult immediately); includes
classroom training for children, a parent orientation session, and in-service training for teachers and
volunteers

« Methods: use of a programme colouring book presenting concepts about abuse, and a film "Better
Safe Than Sorry II" (citation not reported)

« Delivery: by trained volunteers

Control: wait-list control
Duration: 2 x 45-minute sessions

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): child self report, a 25-item questionnaire comprising 4
scales (awareness, subjective disturbance, likelihood of talking, programme concepts/skills). The pro-
gramme concepts/skills scale comprised 11 items derived from the programme training manual in mul-
tiple choice format
Knowledge (vignette-based knowledge): no
Disclosure: data collected from school guidance counsellor incident reports
Harm: discussed. No adverse reactions were reported by children, parents, teachers, or volunteers
Other: programme integrity monitored using a rating scale completed by volunteers
Last outcome assessment: 6 months after the second classroom training session and less than 1
month before the end of the school year

Notes Author contact: yes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Method of randomisation was not reported

tion (selection bias)

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias)

dure. No baseline imbalances were detected between groups. There were 6
intervention schools and only 1 control school meaning that the groups were
not equivalent. Adjustment procedures to address these imbalances were not
reported
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Kolko 1989 (continued)

Blinding of participants High risk Blinding procedures were not reported. However, it is likely that participants
and personnel (perfor- were not blinded to their condition. Blinding of key personnel within the
mance bias) school was not possible as they were involved in programme delivery

All outcomes

Blinding of outcome as- Unclear risk It was not clear if outcome assessment was administered individually to chil-
sessment (detection bias) dren, or in group format with the whole class. The identities of outcome asses-
All outcomes sors were not reported. Methods of blinding were not reported

Incomplete outcome data  High risk Attrition was high (as noted above). Reasons for attrition were not reported
(attrition bias)

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section were reported in the results

porting bias)

section

Krahé 2009

Methods

Design: cluster-RCT
Unit of allocation: school
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 148 1st and 2nd grade students
Mean age: 7.55 years

Gender: 47.3% male; 52.7% female

Ethnicity: not reported

Setting: 3 schools in a large suburban district of Berlin
Country: Germany

Attrition: not reported

Interventions

Intervention 1: LIVE (i.e. live performance), participants watched a live performance of a theatre play
entitled "(No) Child's Play"

« Content: promoting children's skills in handling interactions with adults in which they feel uncom-
fortable, such as being asked to keep a secret about which they feel uneasy; promoting confidence
in their ability to seek help

+ Methods: theatrical performance
« Delivery: play performed by the Berlin Police

Intervention 2: DVD (i.e. performance captured on DVD), participants watched a filmed performance of
the theatre play as above, on DVD

Control: wait-list control

Duration: 1 x 60-minute session

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): no
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Krahé 2009 (Continued)

Knowledge (vignette-based knowledge): self protective skills, comprising 8 short scenarios depicting
"interactions of a child with an adult where the child was uneasy about the adult's behaviour or uncer-
tain as to the adult's intention" (p 324). Scenarios presented with a simple cartoon, followed by a set of
up to 4 questions

Disclosures: not reported

Harm: 1 vignette assessed possible negative side effects (fear of adults)
Other: no

Last outcome assessment: 30 weeks post intervention

Notes Author contact: no
Intervention 1 (LIVE) was accompanied by a 3-hour training session for teachers and a 3-hour informa-
tion evening for parents

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Schools that were "first to sign up for participation in the (No) Child's Play pre-

tion (selection bias) vention programme offered by Berlin police were randomly assigned to three
conditions" (p 323). Method of randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure. In terms of baseline imbalances, demographic characteristics of each
group were not reported. Results showed that the mean knowledge scores of
students in the 3 study conditions did not differ significantly at baseline

Blinding of participants High risk Blinding procedures were not reported. Intervention schools were not blind-

and personnel (perfor- ed to their own condition by virtue of the fact that they volunteered to receive

mance bias) the programme or were wait-listed to receive it. Schools may or may not have

All outcomes been blinded to other schools' conditions, that is, they may or may not have
been aware that they were getting/not getting something equivalent to oth-
er groups (e.g. via correspondence with the Berlin Police). It is possible that
students were blinded, but teachers were not. It is possible that teaching staff
in the DVD group may have compensated for not having the live performance
which may have altered results

Blinding of outcome as- Low risk Group administration of the outcome assessment meant that outcome asses-

sessment (detection bias) sors would need to be blinded to the condition of whole schools. 4 interview-

All outcomes ers conducted the outcome assessments. "One of them was the second au-
thor, who was not blind with regard to the hypotheses and experimental con-
ditions. Half of the sessions in each school were conducted by the second au-
thor, the remaining sessions were conducted by the three additional inter-
viewers who were blind as to the hypotheses of the study and the group mem-
bership of the children they tested. In this way, the same number of sessions
was run by the second author and the additional interviewers in each condi-
tion. No differences between the conditions were found in relation to different
interviewers" (p 325 footnote 3)

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition not reported

(attrition bias)

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section were reported in the results

porting bias) section

School-based education programmes for the prevention of child sexual abuse (Review) 60

Copyright © 2015 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= 3 Cochrane
st g Library

Trusted evidence.
Informed decisions.
Better health. Cochrane Database of Systematic Reviews

Kraizer 1991

Methods

Design: cluster-RCT
Unit of allocation: schools
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 670 preschool, kindergarten, 1st, 2nd, and 3rd grade students
Mean age: not reported. Programme was designed for children aged 3 to 10 years
Gender: not reported

Ethnicity: not reported

Setting: 3 sites (New York, New Jersey, Colorado), 10 schools (3 schools from each site + 1 additional
preschool)

Country: USA

Attrition: 26/670 (3.8%)

Interventions

Intervention 1: "The Safe Child Program" (written by Kraizer for this PhD) for children aged 3 to 10
years. Phase 1 is teacher training; phase 2 is parent training; phase 3 is training with the children

« Content (of the child component): your body belongs to you; you have a right to say who touches you
and how; if someone touches you in a way that you do not like, in a way that makes you feel funny
or uncomfortable, or in a way that you think is wrong, it's okay to say no; if the person does not stop,
say "I'm going to tell"; if you have a problem, or if something like this is happening to you, tell and
keep telling until someone helps you; adults cannot read your mind, you need to communicate clearly
and fully; touch should never have to be a secret. Programme also includes: prevention of abuse and
abduction by strangers (as in Fryer 1987a above); prevention of physical and emotional abuse; safety
in self care

« Methods: the video tape teaches concepts, skills and words. Classroom teachers use role-play and
classroom activities used to "turn the concepts into skills for each child" (p 17)

« Delivery: via videotape by classroom teachers
Intervention 2: the Safe Child Program (revised version)
Control: wait-list control

Duration: preschool and kindergarten, 1 session per day for 10 days. 1st to 3rd grade, 1 session per day
for 5 days

Outcomes Protective behaviours simulation: stranger simulation, involved staging of actual simulations to evalu-
ate children's "degree of vulnerability to abduction and abuse by strangers" (p 175)
Protective behaviours simulation: yes. Role-play, a protocol used as the "basis for measuring behav-
ioural change and actual mastery of skills associated with prevention of sexual abuse... the role play
measures the child's ability and willingness to terminate unwanted touch effectively and appropriately
in the face of flattery, emotional coercion, rejection, bribery, and secrecy" (p 29)
Knowledge (questionnaire-based knowledge): Children Need to Know Knowledge Attitude Test, com-
prising a 20-item self report instrument "measuring a child's cognitive awareness, understanding and
attitudes" (p 31)
Knowledge (vignette-based knowledge): no
Disclosures: not reported
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Kraizer 1991 (continued)

Harm: not reported

Other: Battle Culture Free Self Esteem Inventory (Battle 1981); The Children's Nowicki-Strickland Inter-
nal External Locus of Control Inventory (Nowicki 1973); self care simulation; Teacher Knowledge/Atti-
tude Questionnaire and Demographics Sheet; Teacher Questionnaire

Last outcome assessment: 6 months after the programme

Notes Author contact: yes
An overview of this study is reported in Kraizer 1989

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Method of randomisation was not reported

tion (selection bias)

Allocation concealment High risk Method of concealment was not reported. Potentially unconcealed procedure.

(selection bias) The following statement: "student samples were selected, in cooperation with
school officials, to meet the following research objectives and criteria..." (p 27)
indicates there was not adequate allocation concealment and therefore high
risk of bias

Blinding of participants High risk Teachers, as key personnel, could not have been blinded to group allocation

and personnel (perfor- as they delivered the video tape intervention. It is not clear if children from the

mance bias) same school were allocated to treatment and control groups as this detail is

All outcomes not reported

Blinding of outcome as- Low risk "Role-plays were conducted by a research team member trained in child de-

sessment (detection bias) velopment and the prevention of child abuse who was not associated with the

All outcomes prevention program being conducted in the school" (p.30). "Scoring was com-
pleted by an observer via contemporaneous video monitoring rather than the
person conducting the role-play" (p 30). It is not clear if these outcome asses-
sors were blinded to study condition and hypotheses

Incomplete outcome data  Low risk Attrition for the study overall was reported as 3.8% and was attributed to stu-

(attrition bias) dent withdrawals or exclusions or both. Attrition was not specified for inter-

All outcomes vention and control groups

Selective reporting (re- High risk Not all measures discussed in the methods section of the article were also re-

porting bias) ported in the results. Means and SDs for knowledge outcomes were measured
but not reported

Lee 1998
Methods Design: RCT

Unit of allocation: individuals
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 77 female students attending schools for children with mental retardation
Mean age: 13.44 years
Gender: 0% male; 100% female
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Lee 1998 (Continued)

Ethnicity: 100% Chinese

Setting: 4 special schools in Hong Kong
Country: China

Attrition: 6.3%

Interventions

Intervention: Behavioral Skills Training Program (Wurtele 1990) encompassing 7 safety rules, 1 person-
al body safety rule, and 4 self protection skills

« Content: we are the bosses of our bodies; the locations of "private parts"; touching your own private
parts is acceptable when done in private; it is appropriate for doctors, nurses, or parents to touch
children's private parts for health or hygiene reasons; otherwise, it is not okay to have private parts
touched or looked at by a bigger person; it is wrong to be forced to touch a bigger person's private
parts; a bigger person's inappropriate touching of a child's private parts is never the child's fault; per-
sonal body safety rule "It's not okay for a bigger person to touch or look at my private parts" (unless
they need help as in situations when their private parts get hurt)

« Methods: "taught viainstruction, modelling, behavioral rehearsal (practice), shaping, social reinforce-
ment, and feedback" (p 109)

« Delivery: by the first author

Control: Attention Control Program (Wurtele 1992) covering safety skills unrelated to sexual abuse
Duration: 2 x 45-minute sessions on consecutive days

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Personal Safety Questionnaire (Wurtele 1990) compris-
ing 15 items covering personal safety and 3 control questions
Knowledge (vignette-based knowledge): What If Situations Test (Wurtele 1990) comprising 6 brief vi-
gnettes (3 appropriate and 3 inappropriate touch requests)
Disclosure: not reported
Harm: discussed. Lower levels of fear reported at 2-month follow-up compared with pre-test and post-
test
Other: baseline assessment of intellectual ability using Raven's Standard Progressive Matrices (Raven
1960); Fear Assessment Thermometer Scale (Wurtele 1986b), 12 items collecting data on fear of objects,
people and situations
Last outcome assessment: 2 months after programme implementation
Notes Author contact: yes, no reply
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk "The 72 completers were randomly assigned to either the treatment (n = 38) or
tion (selection bias) control group (n=34)" (p 107). Method of randomisation was not reported
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants Low risk "To control for intergroup contamination, we assigned participants from the
and personnel (perfor- same school to the same program. Both programs were led by the first author,
mance bias) who read from narrative scripts with pictures as visual aids" (p 108). Blinding
All outcomes of school personnel (e.g. teachers) would not be possible under the circum-
stances. Analysis of baseline data indicated no significant differences between
groups on outcome measures, intellectual ability, or age
Blinding of outcome as- Unclear risk All outcome assessments were individually administered "by one of three fe-
sessment (detection bias) male interviewers, who read the questions aloud in a standardized format and
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Lee 1998 (Continued)
All outcomes recorded the participants' exact responses" (p 108). Baseline assessment of in-
tellectual ability was administered to groups of 8 to 10. Measures used to blind
outcome assessors were not reported

Incomplete outcome data  Low risk Attrition was reported as 2/38 (5.3%) for the intervention group and 3/34

(attrition bias) (8.8%) for the control group (p 109). Reasons for attrition were failure to attend

All outcomes the intervention programme after pre-testing or failing to take part in the post-
test

Selective reporting (re- Low risk All measures discussed in the methods section of the paper were also dis-

porting bias) cussed in the results

Oldfield 1996

Methods Design: cluster-RCT
Unit of allocation: classrooms
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants Total number randomised: 1269 1st to 6th grade students
Mean age: not reported
Gender: 47% male; 53 % female

Ethnicity: 86% Caucasian; 7% African American; 3% Hispanic; 3% Asian American; 1% Native American
Setting: 4 public schools in a Midwestern city

Country: USA

Attrition: not reported

Interventions Intervention: Project TRUST (Anderson 1990)

« Content: the touch continuum (nurturing, confusing, exploitative); the right to question or refuse ex-
ploitative touch; the way to say "no" to uncomfortable situations; the fact that perpetrators can be
either people you know or strangers

» Method: an optional pre-play discussion; a 30-minute play comprising vignettes covering prevention
topics; and a 15-minute post-play discussion and question/response period

« Delivery: pre-play discussion by teachers; play by trained performers; post-play discussion by Project
TRUST facilitators and play performers

Control: wait-list control, received the programme after all data were collected
Duration: 1 x 45-minute session

Outcomes Protective behaviours simulation: no

Knowledge (questionnaire-based knowledge): Children's Knowledge of Abuse Questionnaire-Revised
(CKAQ-R) (Tutty 1995) comprising 33 true/false items

Knowledge (vignette-based knowledge): no

Disclosure: Maltreatment Disclosure Report Form was used to record information about student disclo-
sures (date, type of disclosure, nature of the report, student age, gender, race, and socioeconomic sta-
tus)

Harm: discussed. No significant difference in anxiety between intervention and control groups

Other: Revised Children's Manifest Anxiety Scale (RCMAS) (Reynolds 1985), a 37-item self report anxiety
measure for children in grades 1 to 3; The State-Trait Anxiety Inventory for Children (STAIC) (Spielberger
1973) a 20-item self report measure for children in grades 4 to 6
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Oldfield 1996 (continued)

Last outcome assessment: within 2 days after viewing the play

Notes Author contact: yes, no reply

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Classrooms at each grade level were randomly assigned to the treatment or

tion (selection bias) control conditions" (p 822). Method of randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure

Blinding of participants High risk Blinding procedures were not reported. Students within 1 school were re-

and personnel (perfor- ceiving treatment and control conditions. There was a possibility of treat-

mance bias) ment-control contamination of information transmitted informally through-

All outcomes out the school. School personnel did not appear to be blinded to group or
class membership so there is risk of differential treatment of groups

Blinding of outcome as- Low risk "Data were collected by assigned evaluators from subjects in both treatment

sessment (detection bias) and control groups on the same day... All data were collected in a blind assess-

All outcomes ment format with the evaluators unaware of which classrooms were assigned
to treatment or control conditions" (p 824). Outcome assessments were ad-
ministered in group format in classrooms

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition not was reported

(attrition bias)

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the paper were also dis-

porting bias)

cussed in the results

Poche 1988

Methods

Design: cluster-RCT
Unit of allocation: classrooms

Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 74 students (29 kindergarten students; 45 1st grade students)
Mean age: not reported. Age range reported as 5 to 7 years
Gender: 55% male; 45% female

Ethnicity: 74.3% White; 25.7% Black

Setting: 3 public schools located in low to upper-middle income neighbourhoods in Kalamazoo, Michi-
gan

Country: USA

Attrition: not reported

Interventions

Intervention 1: videotape only

« Content: several child abduction scenes in which adults approach children in a friendly manner and
entice them; child actors demonstrate 2 safety rules (no further detail reported)
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Poche 1988 (continued)

« Methods: videotape presentation; questioning children for responses; direct articulation of child ac-
tors' strategies; feedback about correct responses; guiding of viewer's attention; praise for correct
responses; and using the child's viewpoint

Intervention 2 (videotape plus behaviour rehearsal): as above with the addition of behaviour rehearsal
conducted in the classroom with a trainer playing the role of a friendly abductor

«+ Delivery: by police officer

Intervention 3 (standard programme): a presentation of 2 safety rules, discussion of several abduction
situations, and a brief film on personal safety

Control: wait-list control, who received the programme at the end of the study
Duration: video only (25 minutes); videotape plus behaviour rehearsal (45 minutes); standard pro-
gramme (60 minutes)

Outcomes Protective behaviours simulation: yes. Staging of scenarios in which an adult male (a doctoral student)
"posed as a potential abductor, approached each child in a friendly manner, and attempted to entice
the child to go with him. The child's responses (verbal and motor) to the enticements were directly ob-
served and recorded on a data sheet" (p 256). At follow-up the simulation was conducted in an identi-
cal manner, at or near the child's home (with parental permission)

Knowledge (questionnaire-based knowledge): no
Knowledge (vignette-based knowledge): no
Disclosures: not reported

Harm: not reported

Other: no

Last outcome assessment: 1 month after training

Notes Author contact: yes, no reply

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Each kindergarten and each first-grade class were randomly assigned to one

tion (selection bias) of four conditions" (p 257). Method of randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure

Blinding of participants High risk Blinding procedures were not reported. Students within 1 school were receiv-

and personnel (perfor- ing treatment and control conditions therefore there was a possibility of treat-

mance bias) ment-control contamination. It was not possible for school personnel (e.g.

All outcomes teachers) to be blinded to the study condition of their classes

Blinding of outcome as- Low risk "The adult portraying an abductor served as the primary observer and record-

sessment (detection bias) ed each child's verbal and motor responses as soon as the simulation was

All outcomes over. This observer was blind to the experimental condition of each subject" (p

257). Another adult "served as a reliability observer" (p 257). Agreement be-
tween the two observers was 100% (total reliability)

Incomplete outcome data  Unclear risk Attrition between pre- and post-test was not reported. At 1-month follow-up,

(attrition bias) only 23/74 children (31%) met the criteria for outcome assessment (pp 256-7).

All outcomes Of these only 9 were available to partake (12%). Reasons for attrition were

"summer vacations, disconnected phones, illnesses and accidents" (p 257)
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Selective reporting (re-
porting bias)

Low risk All measures discussed in the methods section of the paper were also dis-
cussed in the results

Saslawsky 1986

Methods

Design: quasi-experimental randomised Solomon 4-group design
Unit of allocation: individuals

Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 67 students (26 kindergarten and 1st grade students; 41 5th and 6th grade
students)

Mean age: 6.2 years; 11.1 years

Gender: 52% male; 48% female

Ethnicity: not reported

Setting: 2 public schools in a lower to middle class areas in rural eastern Washington
Country: USA

Attrition: not reported

Interventions

Intervention: children viewed the 35-minute film "Touch" (Illusion Theater Company 1984)

« Content: portrayal of abusive incidents with modelling of 4 prevention skills (say no; yell for help; get
away; tell someone and keep telling until someone believes you)

« Methods: film; followed by a 15-minute discussion about children's feelings, knowledge gained, and
review of key messages

« Delivery: by female graduate student

Control: discussion about self concept and personal values with no mention of sexual abuse
Duration: 1 x 50-minute session

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Personal Safety Questionnaire (PSQ), a 15-item measure
with 2 practice questions and 13 personal safety questions covering topics typically taught in child sex-
ual abuse prevention programmes.
Knowledge (vignette-based knowledge): What If Situations Test (WIST), comprising 6 hypothetical situ-
ations (2 non-threatening and 4 threatening situations) after which children respond to a standard list
of 4 questions
Disclosure: not reported
Harm: not reported
Other: no
Last outcome assessment: 3 months post intervention

Notes Author contact: yes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Subjects in schools A and B were assigned randomly, balanced for sex and

tion (selection bias) grade, to one of two conditions" (p 240). Method of randomisation was not re-

ported
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Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-

(selection bias) dure

Blinding of participants Unclear risk Blinding procedures were not reported. Students within 1 school were receiv-

and personnel (perfor- ing treatment and control conditions therefore there was a possibility of treat-

mance bias) ment-control contamination. It was not possible for school personnel (e.g.

All outcomes teachers) to be blinded to the study condition of their classes

Blinding of outcome as- Low risk Research assistants conducted the outcome assessments. They were blind to

sessment (detection bias)
All outcomes

each child's group assignment (p 240). PSQ was administered in group format
to children in classes. WIST was individually administered to children in an in-
terview format

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition not was reported

(attrition bias)

All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the article are reported in

porting bias)

the results

Snyder 1986

Methods

Design: quasi-experimental Solomon 4-group design
Unit of allocation: classes
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 177 4th grade students

Mean age: 9.6 years

Gender: 40.7% male; 49.3% female

Ethnicity: 97% White; 3% Black, Asian, Hispanic-American, Other
Setting: 7 elementary schools in Erie county, Pennsylvania
Country: USA

Attrition: 8/177 (4.5%)

Interventions

Intervention: "Good Secrets, Bad Secrets" (citation not reported) sexual abuse prevention programme

« Content: general safety; distinguishing appropriate and inappropriate touching; assertiveness; help
seeking and action planning

« Methods: role-plays; discussions; story-like situations
« Delivery: by a sexual assault counsellor trained in delivering the programme

Control: students played hangman between pre-test and post-test, and were wait-listed to receive the
programme

Duration: 1 x 45-minute session

Outcomes

Protective behaviours simulation: no
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Snyder 1986 (Continued)

Knowledge (questionnaire-based knowledge): Good Secrets Bad Secrets Quiz, a 35-item covering gen-
eral safety skills, distinguishing appropriate touching from sexual touching, knowing sexual touch-

es can come from known people, recognising assertive responses for dealing with persuasive adults,
recognising how to obtain help in an assault situation, recognising the appropriate course of action for
dealing with a potentially dangerous situation. Criterion referenced standard of 80% was applied

Knowledge (vignette-based knowledge): no

Disclosures: not reported

Harm: not reported

Other: no

Last outcome assessment: 1-day post intervention

Notes Author contact: no
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk "A coin was tossed to determine group assignments" (p 45). No other informa-
tion (selection bias) tion was provided
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants Low risk Blinding procedures were not reported. Children may not have been blinded
and personnel (perfor- to their condition. Blinding of key personnel (e.g. teachers) may not have been
mance bias) possible in the school delivery context. The programme and testing were con-
All outcomes ducted on the same day in an attempt to control for contamination effects
Blinding of outcome as- High risk Group administration of outcome assessment meant that outcome assessors
sessment (detection bias) would have to be blinded to the condition of entire classes. This was not possi-
All outcomes ble as outcome assessors were also programme presenters
Incomplete outcome data  Low risk Missing data were noted for 8/177 participants (4.5%) owing to parental omis-
(attrition bias) sions on the child data sheet. Attrition from the study is not reported
All outcomes
Selective reporting (re- Low risk All measures discussed in the methods section were also reported in the re-
porting bias) sults section

Tutty 1997
Methods Design: RCT

Unit of allocation: individuals

Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 231 1st to 6th grade students

Mean age: not reported

Gender: 47% male; 53% female

Ethnicity: 88% Caucasian; 8% Asian or East Indian; 2% Latino; 2% Black
Setting: 2 elementary Catholic schools in Calgary (from Tutty 2000)
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Tutty 1997 (Continued)

Country: Canada
Attrition: not reported

Interventions

Intervention: "Who Do You Tell" programme developed by the Calgary Sexual Assault Centre in 1983 (ci-
tation not reported)

« Content: prevention concepts; giving information; permission to say no to unwanted touch; whether
children should be suspicious of all touches or adults; also included are a parent information evening
and a teacher in-service workshop

« Methods: discussion, pictures, short videos, and role-plays. Following presentations, children are giv-
en opportunity to talk individually to the presenters

« Delivery: by 2 trainers

Control: wait-list control
Duration: 2 x 45- to 60-minute sessions on consecutive days

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Children's Knowledge of Abuse Questionnaire-Revised
(CKAQ-R) (Tutty 1995) comprising 9-item Appropriate Touch subscale, and 24-item Inappropriate Touch
subscale (33 items in all) testing concepts taught in the programme
Knowledge (vignette-based knowledge): no
Disclosure: not reported
Harm: parent questionnaire gathered data on children's reactions to the programme
Other: no
Last outcome assessment: "shortly after" programme completion (p 284)
Notes Author contact: yes, no reply
Secondary analysis comparing younger (5 to 7 years) and older children (8 to 13 years) was presented
in Tutty 2000
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk "Children were randomly assigned (matched by age) to participate in the pro-

tion (selection bias) gram (N =117) or in a wait-list control condition (N = 114)" (p 869). Method of
randomisation was not reported

Allocation concealment Unclear risk Method of concealment was not reported. Potentially unconcealed procedure

(selection bias)

Blinding of participants High risk Blinding procedures were not reported. Students within the same school were

and personnel (perfor- receiving the intervention or participating in the wait-listed control group.

mance bias) There is risk of treatment-control contamination effects. It is likely that chil-

All outcomes dren were not blinded to their condition. Teachers participated in a training
workshop, therefore blinding of key personnel (e.g. teachers) was not possible
in this delivery context

Blinding of outcome as- Unclear risk The method of assessment (group or individual administration) was not re-

sessment (detection bias) ported. The measures used to blind outcome assessors from knowledge of

All outcomes which intervention participants received was not reported

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition was not reported

(attrition bias)

All outcomes
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Tutty 1997 (Continued)

Selective reporting (re-
porting bias)

Low risk All measures discussed in the methods section were also reported in the re-
sults section

Wolfe 1986

Methods

Design: cluster-RCT
Unit of allocation: classrooms

Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 290 students (214 4th grade and 76 5th grade students)
Mean age: 10.3 years
Gender: 49% male; 51% female

Ethnicity: not reported

Setting: 3 public schools comprising children from middle- and lower-income families in the central
area of a Southeastern city

Country: USA

Attrition: not reported

Interventions

Intervention: 2 x 5-minute plays written and performed by volunteer medical students who consulted
with child abuse specialists

« Content: 5 themes: abuse can be perpetrated by someone you love and trust; feelings generated in
such circumstances; importance of telling someone, even if unsure of what is happening; abuse is not
your fault; and getting help right away is the best way to respond

« Methods: theatrical skits depict "a child at school who was upset about (abusive) events that had
happened at home on the previous evening" (p 88); followed by 1-hour discussion

« Delivery: by volunteer medical students who consulted with a child abuse specialist

Control: wait-list control
Duration: 1 x 70-minute session

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): a brief 10-item true/false questionnaire focusing on pro-
gramme objectives
Knowledge (vignette-based knowledge): no
Disclosure: not reported
Harm: not reported
Other: no
Last outcome assessment: 3 to 5 days following the presentation
Notes Author contact: yes, no reply
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk "The 12 classrooms participating in the study were randomly assigned to a
tion (selection bias) control or treatment condition" (p 88). Method of randomisation was not re-
ported
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Wolfe 1986 (continued)

Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants Unclear risk Blinding procedures were not reported. It is not known whether whole schools
and personnel (perfor- were allocated to conditions or whether schools comprised classes allocated
mance bias) to both treatment and control conditions. The latter presents a higher risk of
All outcomes treatment-control contamination
Blinding of outcome as- Unclear risk Method of assessment (group or individual administration) was not speci-
sessment (detection bias) fied. The measures used to blind outcome assessors from knowledge of group
All outcomes membership was not reported
Incomplete outcome data  Unclear risk Missing data were not reported. Attrition was not reported
(attrition bias)
All outcomes
Selective reporting (re- High risk "Three items were dropped from the final questionnaire due to their inability
porting bias) to contribute to the validity of the measure" (p 89), therefore outcome data for
only 7 questionnaire items are reported

Wurtele 1986

Methods Design: RCT

Unit of allocation: individuals
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 71 students (28 kindergarten and 1st grade students and 43 5th and 6th
grade students)

Mean age: 6.1 years; 11.0 years

Gender: 50% male; 50% female

Ethnicity: not reported

Setting: 1 public school serving a lower to middle class population in a small rural town in eastern
Washington

Country: USA

Attrition: not reported

Interventions

Intervention 1: 35-minute film entitled "Touch" (lllusion Theater Company 1984)

« Content: 4 body safety rules (saying "No!"; yelling for help; getting away; telling someone and keep
telling until someone believes you)

« Methods: film, 15-minute discussion, review
« Delivery: by female graduate student

Intervention 2: Body Safety Training (BST) (Wurtele 1986a)

« Content: 3 specific self protective skills (being able to identify the location of one's "private parts;
knowing when it is "okay" or "not okay" to have their private parts touched; developing verbal re-
sponses (e.g. saying "No!" in a big voice) and motoric responses (e.g. getting away, telling someone) in
potential abuse situations. Methods: "instruction, modelling, rehearsal, social reinforcement, shap-
ing and feedback" (p 690). Group mastery of skills was also a feature

« Delivery: by a female graduate student
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Wurtele 1986 (continued)

Intervention 3: combined group (film and BST). Children viewed the "Touch" film followed by a short-
ened discussion led by the first graduate student and a shortened version of the BST led by the second
graduate student

Control: 50-minute discussion of self concept and personal values with no sexual abuse content

Duration: groups 1 and 2: 1 x 50-minute session; group 3: 1 x 60-minute session

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Personal Safety Questionnaire (PSQ), a 15-item measure
with 2 practice questions and 13 personal safety questions covering topics typically taught in child sex-
ual abuse prevention programmes
Knowledge (vignette-based knowledge): What If Situations Test (WIST), comprising 6 hypothetical situ-
ations (2 non-threatening and 4 threatening situations) after which children respond to a standard list
of 4 questions
Disclosure: not reported
Harm: not reported
Other: no
Last outcome assessment: 3 months later
Notes Author contact: yes
Children gave verbal and written consent for their participation in the study
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk "Subjects were randomly assigned, in balanced numbers for sex and grade, to
tion (selection bias) one of four experimental conditions" (p 689). Method of randomisation was
not reported
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants Unclear risk Blinding procedures were not reported. Students within 1 school were receiv-
and personnel (perfor- ing treatment and control conditions therefore there was a possibility of treat-
mance bias) ment-control contamination. It was not possible for school personnel (e.g.
All outcomes teachers) to be blinded to the study condition of their classes
Blinding of outcome as- Low risk PSQ was administered in group format to children in classes. WIST was individ-
sessment (detection bias) ually administered to children in an interview format. Interviewers "were un-
All outcomes aware of each child's group assignment" (p 690)
Incomplete outcome data  Unclear risk Missing data were not reported. Attrition was not reported
(attrition bias)
All outcomes
Selective reporting (re- Low risk All measures discussed in the methods section of the article are reported in
porting bias) the results
Gecen-Erogul 2013
Methods Design: RCT
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Cecen-Erogul 2013 (Continued)

Unit of allocation: individuals
Intention-to-treat analysis: no

Adjustment for clustering: no

Participants

Total number randomised: 36 4th grade students
Mean age: not reported
Gender: 55% male; 45% female

Ethnicity: not reported

Setting: "schools" (p 727), not otherwise specified
Country: Turkey

Attrition: not reported

Interventions

Intervention: "Preventing child sexual abuse psycho-educational training program" (p 727) based on
the Good Touch Bad Touch (GTBT) program (Childhelp 2011) adapted for the Turkish culture

« Content: my body belongs to me; discriminating good touch/bad touch; promises; body safety rules;
saying Noj; secrets; talking with adults; and abuse is never a child's fault

« Methods: video, lecture, role-play, modelling, rehearsal
« Delivery: not reported

Control: no programme

Duration: 4 x 60-minute sessions on consecutive days

Outcomes Protective behaviours simulation: no
Knowledge (questionnaire-based knowledge): Good Touch Bad Touch Curriculum Test (Church 1988),
a 10-item measure covering touch differentiation, knowledge of coping with sexual abuse and applica-
tion to situations. Response options correct, incorrect, don't know. In this study test/retest reliability
(0.80) and internal consistency (0.78)
Knowledge (vignette-based knowledge): no
Disclosure: not reported
Harm: not reported
Other: no
Last outcome assessment: 8 weeks after post-test
Notes Author contact: pending
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk "The subjects consisted of 36 fourth grade students; 18 randomly assigned
tion (selection bias) to the experimental and 18 randomly to the control group" (p 725, abstract).
Method of randomisation was not reported
Allocation concealment Unclear risk Method of concealment was not described. Potentially unconcealed proce-
(selection bias) dure
Blinding of participants Unclear risk Blinding procedures were not reported. It was not clear if some students with-
and personnel (perfor- in a single school participated the intervention while others received no inter-
mance bias) vention. This would increase the risk of contamination
All outcomes
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Cecen-Erogul 2013 (Continued)

Blinding of outcome as- Unclear risk Method of assessment (group or individual administration) was not speci-
sessment (detection bias) fied. The measures used to blind outcome assessors from knowledge of group
All outcomes membership was not reported

Incomplete outcome data  Unclear risk Missing data were not reported. Attrition was not reported

(attrition bias)
All outcomes

Selective reporting (re- Low risk All measures discussed in the methods section of the article are reported in
porting bias) the results

ANCOVA: analysis of covariance

CKAQ: Children's Knowledge of Abuse Questionnaire
CSA: child sexual abuse

RCT: randomised controlled trial

PPQ: Parental Perception Questionnaire

PSQ: Personal Safety Questionnaire

WIST: What If Situations Test

WLC: wait list control

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion

Ages 1991 Pre-test and post-test study. No control group

Alexander 1998 Post-test only study. No control group. No random allocation of students or classes to groups

Araji 1995 Pre-test and post-test study. No control group

Bae 2009 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Baker 2013 Quasi-experimental study. No random allocation of students or classes to groups

Baker 2014 Intervention is about sexual violence in peer dating relationships. Quasi-experimental study. No

random allocation of students or classes to groups

Barron 2013 Quasi-experimental study. No random allocation of students or classes to groups

Binder 1987a Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Bodzy 1988 Controlled before-and-after study. No random allocation of students or classes to groups

Boyle 2005 Not school-based

Briggs 1994 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Briggs 1996 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Casper 1999 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups
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Study Reason for exclusion

Conte 1985 Not school-based

Counts 2003 Controlled before-and-after study. No random allocation of students or classes to groups.
Students' results selected randomly from an archival pool

Currier 1996 Comparative group design (abused versus non-abused children). Not school-based

Deretzotes 1989

Quasi-experimental study. No random allocation of students or classes to groups

Dhooper 1995

Controlled before-and-after study. No random allocation of students or classes to groups

Foshee 1996

Intervention is about dating and relationship violence prevention. Reports baseline findings for
Foshee 1998

Foshee 1998

Intervention is about dating and relationship violence prevention. This study is included in the
Cochrane Review of Educational and skills-based interventions for preventing relationship and dat-
ing violence in adolescents and young adults (Fellmeth 2013)

Garbarino 1987

Post-test only study. No control group

Herman 1987

Pre-test and post-test with multiple baseline study. No control group. No random allocation of stu-
dents or classes to groups

Jacobs 1995

Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Johnson 1994

Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Johnson 2006

Intervention is about abduction prevention. Not school-based

Kernsmith 2011

Intervention is about rape and sexual relationship victimisation prevention. Pre-test and post-test
study. No control group. No random allocation of students or classes to groups

Kindt 1995

Controlled before-and-after study. No random allocation of students or classes to groups

Kolko 1987

Controlled before-and-after study. No random allocation of students or classes to groups

Maclntyre 1999a

Controlled before-and-after study. No random allocation of students or classes to groups

Maclntyre 1999b

Cross-sectional comparative study

Madak 1992 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups
Martin 2012 Intervention is about coercive sexual relationships prevention. Controlled before-and-after study.

No random allocation of students or classes to groups

Michaelson 2001

Controlled before-and-after study + Solomon 4-group design. No random allocation of students or
classes to groups

Miller 2011

Intervention is about sexual violence prevention in the context of partner relationships

This study is included in the Cochrane Review of Educational and skills-based interventions for pre-
venting relationship and dating violence in adolescents and young adults (Fellmeth 2013)
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Study Reason for exclusion

Miller 2012 Intervention is about sexual violence prevention in the context of partner relationships
This study is included in the Cochrane Review of Educational and skills-based interventions for pre-
venting relationship and dating violence in adolescents and young adults (Fellmeth 2013)

Miller 2013 Intervention is about sexual violence prevention in the context of partner relationships

This study provides follow-up data for Miller 2012, which is included in the Cochrane Review of Edu-
cational and skills-based interventions for preventing relationship and dating violence in adolescents
and young adults (Fellmeth 2013)

Moreno-Manso 2014

Intervention is about prevention of physical neglect and emotional abuse (i.e. broader focus than
prevention of child sexual abuse). Quasi-experimental study. No random allocation of students or
classes to groups

Ogunfowokan 2012

Participants outside age criteria (13 to 24 years of age)

Pacifici 2001

Intervention is about coercive sexual relationships prevention. This study is included in the
Cochrane Review of Educational and skills-based interventions for preventing relationship and dat-
ing violence in adolescents and young adults (Fellmeth 2013)

Peraino 1990

Not school-based (preschool)

Pohl 1990 Post-test only design. No control group. No random allocation of students or classes to groups

Smothers 2011 Pre-test and post-test study. No control group. No random allocation of students or classes to
groups

Taal 1997 Controlled before-and-after study. No random allocation of students or classes to groups

Taylor 1991 Post-test only design. No random allocation of students or classes to groups

Taylor2010a

Intervention is about gender violence and harassment. This study was excluded in the Cochrane
Review of Educational and skills-based interventions for preventing relationship and dating violence
in adolescents and young adults (Fellmeth 2013) on the basis of participant age

Taylor 2010b

Intervention is about gender violence and harassment. This study was excluded in the Cochrane
Review of Educational and skills-based interventions for preventing relationship and dating violence
in adolescents and young adults (Fellmeth 2013) on the basis of participant age

Telljohann 1997

Controlled before-and-after study. No random allocation of students or classes to groups

Tutty 1991 Quasi-experimental study. No random allocation of students or classes to groups
Tutty 1992 Quasi-experimental study. No random allocation of students or classes to groups
Volpe 1984 Post-test only study. No random allocation of students or classes to groups

Warden 1997

Controlled before-and-after study. No random allocation of students or classes to groups

Weatherley 2012 Controlled before-and-after study. No random allocation of students or classes to groups
Webb 1997 Not school-based
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Study Reason for exclusion

Weisz 2001 Intervention is about dating and relationship violence prevention. This study was excluded in the
Cochrane Review of Educational and skills-based interventions for preventing relationship and dat-
ing violence in adolescents and young adults (Fellmeth 2013) as it was not a RCT

Wurtele 1987a Pre-test and post-test study. No control group

RCT: randomised controlled trial

Characteristics of ongoing studies [ordered by study ID]

NCT02181647

Trial name or title Safe touches: a rigorous evaluation of a sexual abuse prevention program for children

Methods Randomised controlled trial

Participants Students: second and third graders at participating New York City public schools, at least 7 years
old, have not participated in Safe Touches programme in the past

Interventions Behavioural: Safe Touches: Personal Safety Training for Children
The intervention includes a 50-minute interactive training and an age-appropriate activity book on
personal body safety to take home and complete with caregivers. Using culturally appropriate pup-
pets, workshop facilitators use role-play to model scenarios to help children: a) recognise safe and
not-safe touches, b) understand body safety, c) practise assertiveness skills, and d) help children
identify whom they can go to for help

Outcomes Children's Knowledge of Abuse Questionnaire

Starting date Start date: April 2012
Completion date: June 2014

Contact information Principal Investigator: Mary L. Pulido, Ph.D, The New York Society for the Prevention of Cruelty to
Children

Notes This study was not assessed for inclusion as published studies reporting its conduct and results are

not yet available

DATA AND ANALYSES

Comparison 1. Protective behaviours

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1 Protective behaviours, no correction 2 102 0Odds Ratio (M-H, Random, 5.71[1.98, 16.51]
for clustering 95% Cl)
2 Protective behaviours, ICC=0.1 2 102 0dds Ratio (Random, 95% 5.43[1.88, 15.65]
Cl)
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Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
3 Protective behaviours, ICC=0.2 2 102 0dds Ratio (Random, 95% 5.16[1.81, 14.70]
Cl)

Analysis 1.1. Comparison 1 Protective behaviours, Outcome 1 Protective behaviours, no correction for clustering.

Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Random, 95% CI M-H, Random, 95% Cl
Fryer 1987a 18/23 11/21 e 48.54% 3.27[0.88,12.12]
Poche 1988 29/38 5/20 —— 51.46% 9.67[2.75,34.03]
Total (95% Cl) 61 41 - 100% 5.71[1.98,16.51]

Total events: 47 (Intervention), 16 (Control)
Heterogeneity: Tau?=0.16; Chi*>=1.37, df=1(P=0.24); 1>=26.8%
Test for overall effect: Z=3.22(P=0)

Favours control ~ 0-01 0.1 1 10 100 Favours intervention

Analysis 1.2. Comparison 1 Protective behaviours, Outcome 2 Protective behaviours, 1CC=0.1.

Study or subgroup Inter- Control log[Odds 0Odds Ratio Weight 0dds Ratio

vention Ratio]

N N (SE) IV, Random, 95% CI IV, Random, 95% Cl

Fryer 1987a 23 21 1.2(0.668) —— 53.29% 3.27[0.88,12.12]
Poche 1988 38 20 2.3(0.724) —E 46.71% 9.67[2.34,39.92]
Total (95% CI) - 100% 5.43[1.88,15.65]
Heterogeneity: Tau?=0.1; Chi*=1.21, df=1(P=0.27); I*>=17.31%
Test for overall effect: Z=3.13(P=0)

Favours control ~ 0-01 0.1 1 10 100 Favours intervention

Analysis 1.3. Comparison 1 Protective behaviours, Outcome 3 Protective behaviours, 1CC=0.2.

Study or subgroup Inter- Control log[Odds 0dds Ratio Weight 0dds Ratio

vention Ratio]

N N (SE) IV, Random, 95% CI 1V, Random, 95% CI

Fryer 1987a 23 21 1.2 (0.668) —E 58.03% 3.27[0.88,12.12]
Poche 1988 38 20 2.3(0.797) —— 41.97% 9.67[2.03,46.08]
Total (95% ClI) - 100% 5.16[1.81,14.7]
Heterogeneity: Tau?=0.05; Chi*=1.08, df=1(P=0.3); I>=7.82%
Test for overall effect: Z=3.07(P=0) ‘ ‘ ‘ ‘

Favours control ~ 0-01 0.1 1 10 100 Favours intervention
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Comparison 2. Knowledge

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1 Questionnaire-based knowledge, 18 4657 Std. Mean Difference (IV, Ran- 0.61[0.45,0.78]

no correction for clustering

dom, 95% Cl)

2 Questionnaire-based knowledge, 18 Std. Mean Difference (Random, 0.66[0.51, 0.81]
ICC=0.1 95% Cl)
3 Questionnaire-based knowledge, 18 Std. Mean Difference (Random, 0.63[0.50, 0.77]
ICC=0.2 95% Cl)
4 Vignette-based knowledge, no cor- 11 1688 Std. Mean Difference (IV, Ran- 0.45[0.24, 0.65]

rection for clustering

dom, 95% Cl)

5 Vignette-based knowledge, ICC = 11 Std. Mean Difference (Random,  0.53[0.32, 0.74]
0.1 95% Cl)
6 Vignette-based knowledge, ICC = 11 Std. Mean Difference (Random, 0.60[0.31, 0.89]
0.2 95% Cl)

Analysis 2.1. Comparison 2 Knowledge, Outcome 1 Questionnaire-based knowledge, no correction for clustering.

Study or subgroup Intervention Control Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Random, 95% Cl Random, 95% Cl

Blumberg 1991 322 18.3(3.7) 164 18.2(3.3) -+ 6.76% 0.03[-0.16,0.22]
Chen 2012 23 4.4(1.1) 23 3.5(1.2) —_— 3.78% 0.7[0.11,1.3]
Crowley 1989 157 24.5(1.7) 136 22.8(3.4) —+ 6.44% 0.66[0.43,0.9]
Daigneault 2012 70 13.7(5) 90 13.3(4.6) —— 5.86% 0.08[-0.23,0.4]
Dake 2003 166 12.3(2) 175 10.2 (2.4) —+ 6.52% 0.95[0.72,1.17]
Dawson 1987 96 78.8(18.7) 141 64.7 (18.6) —+ 6.2% 0.75[0.48,1.02]
Grendel 1991 51 10.7(1.1) 49 9.8(1.3) — 5.14% 0.71[0.3,1.11]
Hazzard 1991 286 20.6 (3.7) 113 15.4(5.2) —+ 6.45% 1.25[1.02,1.48]
Hébert 2001 59 8.5(2) 74 7.7(2.2) —— 5.6% 0.41[0.06,0.75]
Kolko 1989 213 12.4(2.4) 35 11.5(2.1) —t 5.5% 0.38[0.02,0.74]
Lee 1998 38 9(1.8) 34 7.8(1.8) — 4.6% 0.65[0.17,1.13]
Oldfield 1996 658 26.7 (5) 611 24.1(5.3) + 7.16% 0.51[0.4,0.62]
Saslawsky 1986 33 11.2(2.4) 34 9.8(2.4) — 4.49% 0.6[0.11,1.09]
Snyder 1986 89 26.3(5) 89 23.3(3.5) —— 5.94% 0.69[0.39,0.99]
Tutty 1997 117 8.5(0.9) 114 8.1(1.1) —— 6.26% 0.4[0.14,0.66)
Wolfe 1986 145 5.3(1.3) 145 4.7(1.6) —+= 6.46% 0.41[0.18,0.64]
Wurtele 1986 53 11.5(1.9) 18 9.7 (2.8) —t 4.06% 0.83[0.28,1.38]
Gegen-Erogul 2013 18 8.7(1.3) 18 6.2 (1.4) _— 2.77% 1.81[1.02,2.6]
Total *** 2594 2063 L 100% 0.61[0.45,0.78]

Heterogeneity: Tau?=0.1; Chi*=104.76, df=17(P<0.0001); I>=83.77%
Test for overall effect: Z=7.26(P<0.0001)

Favours control -2 -1

Favours intervention
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Analysis 2.2. Comparison 2 Knowledge, Outcome 2 Questionnaire-based knowledge, ICC =0.1.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Blumberg 1991 0 0 0(0.475) — 2.45% 0.03[-0.9,0.96]
Chen 2012 0 0 0.7 (0.305) e a— 5.27% 0.7[0.11,1.3]
Crowley 1989 0 0 0.7 (0.12) — 16.57% 0.66[0.43,0.9]
Daigneault 2012 0 0 .1(0.462) B 2.57% 0.08[-0.82,0.99]
Dake 2003 0 0 .9 (0.298) S e— 5.47% 0.95[0.36,1.53]
Dawson 1987 0 0 .8(0.483) I E—— 2.37% 0.75[-0.19,1.7]
Grendel 1991 0 0 0.7 (0.53) I 2% 0.71[-0.33,1.75]
Hazzard 1991 0 0 1.3(0.285) s e— 5.88% 1.25[0.69,1.81]
Hébert 2001 0 0 0.4 (0.745) 1.05% 0.41[-1.05,1.87]
Kolko 1989 0 0 0.4 (0.814) b 0.89% 0.38[-1.22,1.98]
Lee 1998 0 0 0.6 (0.243) — 7.49% 0.65[0.17,1.13]
Oldfield 1996 0 0 0.5(0.183) — 10.9% 0.51[0.15,0.87]
Saslawsky 1986 0 0 0.6 (0.25) — 7.16% 0.6[0.11,1.09]
Snyder 1986 0 0 0.7(0.532) S e 1.99% 0.69[-0.35,1.73]
Tutty 1997 0 0 .4(0.133) — 15.24% 0.4[0.14,0.66]
Wolfe 1986 0 0 .4 (0.394) B — 3.43% 0.41[-0.36,1.18]
Wurtele 1986 0 0 .8(0.282) I a— 5.97% 0.83[0.28,1.38]
Cegen-Erogul 2013 0 0 .8(0.403) —’—’ 3.29% 1.81[1.02,2.6]
Total (95% CI) L 2 100% 0.66[0.51,0.81]
Heterogeneity: Tau?=0.02; Chi*=22.19, df=17(P=0.18); 1>=23.39%
Test for overall effect: Z=8.47(P<0.0001) ‘ ‘ ‘ ‘
Favours control 2 -1 0 1 2 Favoursintervention

Analysis 2.3. Comparison 2 Knowledge, Outcome 3 Questionnaire-based knowledge, ICC =0.2.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% Cl IV, Random, 95% ClI
Blumberg 1991 0 0 0(0.854) — 0.63% 0.03[-1.65,1.7]
Chen 2012 0 0 0.7 (0.305) — 4.93% 0.7[0.11,1.3]
Crowley 1989 0 0 0.7 (0.12) - 31.64% 0.66[0.43,0.9]
Daigneault 2012 0 0 0.1(0.765) e — 0.78% 0.08[-1.42,1.58]
Dake 2003 0 0 0.9 (0.481) . — 1.98% 0.95[0,1.89]
Dawson 1987 0 0 0.8(0.83) R 0.66% 0.75[-0.87,2.38]
Grendel 1991 0 0 0.7 (0.853) e 0.63% 0.71[-0.97,2.38]
Hazzard 1991 0 0 3(0.449) —_—t 2.27% 1.25[0.37,2.13]
Hébert 2001 0 0 4(1.314) + 0.27% 0.41[-2.17,2.98]
Kolko 1989 0 0 4 (1.445) + 0.22% 0.38[-2.45,3.21]
Lee 1998 0 0 6(0.243) —— 7.79% 0.65[0.17,1.13]
Oldfield 1996 0 0 0.5(0.309) —t 4.79% 0.51[-0.1,1.12]
Saslawsky 1986 0 0 0.6 (0.25) — 7.32% 0.6[0.11,1.09]
Snyder 1986 0 0 0.7 (0.909) — T 0.55% 0.69[-1.09,2.47]
Tutty 1997 0 0 .4(0.133) - 25.93% 0.4[0.14,0.66]
Wolfe 1986 0 0 .4 (0.669) e e e—— 1.02% 0.41[-0.9,1.72]
Wurtele 1986 0 0 .8(0.282) — 5.76% 0.83[0.28,1.38]
Cegen-Erogul 2013 0 0 .8(0.403) — 2.83% 1.81[1.02,2.6]
Favours control 2 1 0 12 Favours intervention
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Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Total (95% Cl) ¢ 100% 0.63[0.5,0.77]

Heterogeneity: Tau?=0; Chi*=15.98, df=17(P=0.53); 1>=0%
Test for overall effect: Z=9.34(P<0.0001)

Favours control

Favours intervention

Analysis 2.4. Comparison 2 Knowledge, Outcome 4 Vignette-based knowledge, no correction for clustering.

Study or subgroup Intervention Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) Random, 95% CI Random, 95% Cl
Blumberg 1991 174 5.3(4.8) 78 4.8(1.3) —— 11.09% 0.14[-0.13,0.4]
Chen 2012 23 17.2 (4.8) 23 13.8(4.8) — 6.36% 0.71[0.11,1.3]
Daigneault 2012 70 11(1.4) 90 10.8(1.8) T 10.38% 0.09[-0.22,0.41]
Grendel 1991 51 18.1(3.2) 49 16.1(3.4) —— 8.99% 0.61[0.21,1.01]
Hazzard 1991 286 15(2.1) 113 14.6 (2.8) T+ 11.83% 0.17[-0.05,0.39]
Hébert 2001 55 9.9 (0.4) 70 6.7 (3.8) —— 9.32% 1.12[0.74,1.5]
Kolko 1989 213 1.7 (0.9) 35 1.4(0.9) —— 9.65% 0.33[-0.03,0.69]
Krahé 2009 99 48.6 (2.5) 49 42.4(78) T 9.91% 0.14[-0.2,0.48]
Lee 1998 38 15 (6.4) 34 9.3(5.7) — 7.73% 0.92[0.43,1.4]
Saslawsky 1986 33 28.8(3.6) 34 26.6 (3.6) — 1.7% 0.61[0.12,1.1]
Wurtele 1986 53 28.4(3.9) 18 26.1 (6.4) T+ 7.03% 0.48[-0.06,1.02]
Total *** 1095 593 4 100% 0.45[0.24,0.65]
Heterogeneity: Tau?=0.08; Chi?=34.25, df=10(P=0); 1°=70.8%
Test for overall effect: Z=4.24(P<0.0001)

Favours control 21 0 1 Favours intervention

Analysis 2.5. Comparison 2 Knowledge, Outcome 5 Vignette-based knowledge, ICC = 0.1.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Blumberg 1991 0 0 0.1(0.409) —_—— 6.73% 0.14[-0.67,0.94]
Chen 2012 0 0 0.7 (0.305) — 12.14% 0.71[0.11,1.3]
Daigneault 2012 0 0 0.1(0.462) —_— 5.27% 0.09[-0.81,1]
Grendel 1991 0 0 0.6 (0.526) —_— 4.08% 0.61[-0.42,1.64]
Hazzard 1991 0 0 0.2 (0.265) —— 16.11% 0.17[-0.35,0.69]
Hébert 2001 0 0 1.1(0.781) _ 1.85% 1.12[-0.41,2.65]
Kolko 1989 0 0 0.3(0.813) —— 1.71% 0.33[-1.26,1.93]
Krahé 2009 0 0 0.1(1.02) + 1.08% 0.14[-1.86,2.14]
Lee 1998 0 0 0.9 (0.249) —— 18.21% 0.92[0.43,1.4]
Saslawsky 1986 0 0 0.6 (0.25) —— 18.01% 0.61[0.12,1.1]
Wurtele 1986 0 0 0.5 (0.276) —— 14.81% 0.48[-0.06,1.02]
Total (95% CI) <& 100% 0.53[0.32,0.74]
Heterogeneity: Tau?=0; Chi*=7.34, df=10(P=0.69); 1>=0%
Favours control 2 1 0 1 Favours intervention
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Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

Test for overall effect: Z=4.96(P<0.0001)

Favours control 2 -1 0 1 2 Favours intervention

Analysis 2.6. Comparison 2 Knowledge, Outcome 6 Vignette-based knowledge, ICC=0.2.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Blumberg 1991 0 0 0.1(0.682) —_— 3.9% 0.14[-1.2,1.47)
Chen 2012 0 0 0.7 (0.305) —— 11.25% 0.71[0.11,1.3]
Daigneault 2012 0 0 0.1(0.765) o 3.21% 0.09[-1.41,1.59]
Grendel 1991 0 0 0.6 (0.505) —_— 6.17% 0.61[-0.38,1.6]
Hazzard 1991 0 0 0.2(0.111) - 19.01% 0.17[-0.05,0.39]
Hébert 2001 0 0 1.1(0.194) —— 15.63% 1.12[0.74,1.5]
Kolko 1989 0 0 0.3(1.281) —— 1.27% 0.33[-2.18,2.84]
Krahé 2009 0 0 0.1(1.865) * 0.62% 0.14[-3.52,3.79]
Lee 1998 0 0 0.9 (0.249) —— 13.35% 0.92[0.43,1.4]
Saslawsky 1986 0 0 0.6 (0.25) —— 13.29% 0.61[0.12,1.1]
Wurtele 1986 0 0 0.5 (0.276) —— 12.29% 0.48[-0.06,1.02]
Total (95% Cl) L 100% 0.6[0.31,0.89]
Heterogeneity: Tau?=0.1; Chi?=23.05, df=10(P=0.01); 1*=56.62%
Test for overall effect: Z=4.03(P<0.0001)

Favours control -4 -2 0 2 4 Favours intervention
Comparison 3. Retention over time
Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1 Questionnaire-based knowledge, 4 Std. Mean Difference (IV, Ran- Subtotals only
no correction for clustering dom, 95% Cl)
1.1 Questionnaire-based knowledge 4 956 Std. Mean Difference (IV, Ran- 0.78[0.38,1.17]
(post-test) dom, 95% Cl)
1.2 Questionnaire-based knowledge 4 929 Std. Mean Difference (IV, Ran- 0.69[0.51, 0.87]
(follow-up) dom, 95% Cl)
2 Questionnaire-based knowledge, 4 Std. Mean Difference (Random,  Subtotals only
ICC=0.1 95% Cl)
2.1 Questionnaire-based knowledge 4 Std. Mean Difference (Random, 0.86[0.53,1.20]
(post-test) 95% Cl)
2.2 Questionnaire-based knowledge 4 Std. Mean Difference (Random, 0.73[0.41, 1.06]
(follow-up) 95% Cl)
School-based education programmes for the prevention of child sexual abuse (Review) 83
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Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

3 Questionnaire-based knowledge, 4 Std. Mean Difference (Random,  Subtotals only
ICC=0.2 95% Cl)

3.1 Questionnaire-based knowledge 4 Std. Mean Difference (Random, 0.86 [0.53, 1.20]
(post-test) 95% Cl)

3.2 Questionnaire-based knowledge 4 Std. Mean Difference (Random, 0.72[0.32,1.11]
(follow-up) 95% Cl)

Analysis 3.1. Comparison 3 Retention over time, Outcome 1
Questionnaire-based knowledge, no correction for clustering.

Study or subgroup Intervention Control Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Random, 95% CI Random, 95% CI

3.1.1 Questionnaire-based knowledge (post-test)

Dawson 1987 96 78.8(18.7) 141 64.7 (18.6) —— 26.79% 0.75[0.48,1.02]
Hazzard 1991 286 20.6 (3.7) 113 15.4(5.2) —& 27.58% 1.25[1.02,1.48]
Kolko 1989 213 12.4(2.4) 35 11.5(2.1) — 24.42% 0.38[0.02,0.74]
Lee 1998 38 9(1.8) 34 7.8(L.8) —— 21.22% 0.65[0.17,1.13]
Subtotal *** 633 323 L 2 100% 0.78[0.38,1.17]

Heterogeneity: Tau?=0.13; Chi*=18.77, df=3(P=0); 1>=84.02%
Test for overall effect: Z=3.84(P=0)

3.1.2 Questionnaire-based knowledge (follow-up)

Dawson 1987 96 77.3(19.2) 141 63.8 (20.4) —— 31.16% 0.68[0.41,0.94]
Hazzard 1991 286 20.5 (4.2) 113 16.7(5.2) - 38.64% 0.85[0.62,1.07]
Kolko 1989 191 12 (2.3) 30 11.1(2.1) 4 17.76% 0.39[0.01,0.78]
Lee 1998 38 9(2) 34 7.7(1.8) — 12.44% 0.69[0.21,1.17]
Subtotal *** 611 318 L 2 100% 0.69[0.51,0.87]
Heterogeneity: Tau?=0.01; Chi*=4, df=3(P=0.26); 1*>=25%

Test for overall effect: Z=7.55(P<0.0001)

Favours control 2 -1 0 1 2 Favours intervention

Analysis 3.2. Comparison 3 Retention over time, Outcome 2 Questionnaire-based knowledge, ICC = 0.1.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
3.2.1 Questionnaire-based knowledge (post-test)
Dawson 1987 0 0 0.8(0.483) T 12.31% 0.75[-0.19,1.7]
Hazzard 1991 0 0 1.3(0.285) —— 35.18% 1.25[0.69,1.81]
Kolko 1989 0 0 0.4 (0.814) —_— Tt 4.36% 0.38[-1.22,1.98]
Lee 1998 0 0 0.6 (0.243) - 48.16% 0.65[0.17,1.13]
Subtotal (95% Cl) <& 100% 0.86[0.53,1.2]
Heterogeneity: Tau?=0; Chi*=3.03, df=3(P=0.39); 1°=0.89%
Test for overall effect: Z=5.07(P<0.0001)
Favours control 4 2 0 2 4 Favours intervention
School-based education programmes for the prevention of child sexual abuse (Review) 84
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Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

3.2.2 Questionnaire-based knowledge (follow-up)
Dawson 1987 0 0 0.7 (0.481) T 11.99% 0.68[-0.26,1.62]
Hazzard 1991 0 0 0.8 (0.274) —— 36.95% 0.85[0.31,1.38]
Kolko 1989 0 0 0.4(0.8) e s — 4.32% 0.39[-1.17,1.96]
Lee 1998 0 0 0.7 (0.243) —a 46.75% 0.69[0.21,1.17]
Subtotal (95% Cl) <& 100% 0.73[0.41,1.06]
Heterogeneity: Tau?=0; Chi*=0.39, df=3(P=0.94); 1>=0%
Test for overall effect: Z=4.4(P<0.0001) ‘ ‘ ‘ ‘

Favours control -4 2 0 2 4

Favours intervention

Analysis 3.3. Comparison 3 Retention over time, Outcome 3 Questionnaire-based knowledge, ICC =0.2.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference

vention Difference

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

3.3.1 Questionnaire-based knowledge (post-test)
Dawson 1987 0 0 0.8 (0.483) b 12.31% 0.75[-0.19,1.7]
Hazzard 1991 0 0 1.3(0.285) —— 35.18% 1.25[0.69,1.81]
Kolko 1989 0 0 0.4 (0.814) R 4.36% 0.38[-1.22,1.98]
Lee 1998 0 0 0.6 (0.243) —— 48.16% 0.65[0.17,1.13]
Subtotal (95% CI) <& 100% 0.86[0.53,1.2]
Heterogeneity: Tau?=0; Chi*=3.03, df=3(P=0.39); 1?=0.89%
Test for overall effect: Z=5.07(P<0.0001)
3.3.2 Questionnaire-based knowledge (follow-up)
Dawson 1987 0 0 0.7 (0.825) R 6.07% 0.68[-0.94,2.29]
Hazzard 1991 0 0 0.8(0.432) R — 22.1% 0.85[-0,1.69]
Kolko 1989 0 0 0.4 (1.404) 2.1% 0.39[-2.36,3.15]
Lee 1998 0 0 0.7 (0.243) —.— 69.74% 0.69[0.21,1.17]
Subtotal (95% CI) L 2 100% 0.72[0.32,1.11]
Heterogeneity: Tau?=0; Chi*=0.16, df=3(P=0.98); 1>=0%
Test for overall effect: Z=3.52(P=0)

Comparison 4. Harm

Favours control

Favours intervention

Outcome or subgroup No. of studies No. of partici- Statistical method Effect size

title pants

1 Harm, no correctionfor 3 Std. Mean Difference (IV, Random, 95% Subtotals only

clustering Cl)

1.1 Anxiety or fear 3 795 Std. Mean Difference (IV, Random, 95% -0.08 [-0.22, 0.07]
cl

2 Harm, ICC=0.1 3 Std. Mean Difference (Random, 95% Cl) Subtotals only

2.1 Anxiety or fear 3 Std. Mean Difference (Random, 95% Cl) -0.04 [-0.42, 0.33]

School-based education programmes for the prevention of child sexual abuse (Review)
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Outcome or subgroup No. of studies No. of partici- Statistical method Effect size

title pants

3 Harm, ICC=0.2 3 Std. Mean Difference (Random, 95% Cl) Subtotals only
3.1 Anxiety or fear 3 Std. Mean Difference (Random, 95% Cl) -0.03 [-0.46, 0.40]

Analysis 4.1. Comparison 4 Harm, Outcome 1 Harm, no correction for clustering.

Study or subgroup Intervention Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) Random, 95% Cl Random, 95% CI
4.1.1 Anxiety or fear ‘
Blumberg 1991 322 43.3(7.8) 164 43.7(7.7) ‘-' 59.19% -0.05[-0.24,0.14]
Dawson 1987 96 28.5(6.5) 141 29.5(6) —'+ 31.03% -0.15[-0.41,0.11]
Lee 1998 38 4.7(2) 34 4.7(2.2) —+— 9.78% -0.01[-0.48,0.45]
Subtotal *** 456 339 # 100% -0.08[-0.22,0.07]
Heterogeneity: Tau?=0; Chi*=0.47, df=2(P=0.79); 1>=0% ‘
Test for overall effect: Z=1.06(P=0.29) ‘ ‘ ‘ ‘ ‘

Favours control -2 -1 0 1 2 Favours intervention

Analysis 4.2. Comparison 4 Harm, Outcome 2 Harm, ICC=0.1.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI

4.2.1 Anxiety or fear

Blumberg 1991 0 0 -0.1(0.475) + 16.46% -0.05[-0.98,0.88]
Dawson 1987 0 0 -0.2 (0.468) * 16.93% -0.15[-1.07,0.77]
Lee 1998 0 0 -0(0.236) —i— 66.61% -0.01[-0.48,0.45]
Subtotal (95% Cl) ‘ 100% -0.04[-0.42,0.33]

Heterogeneity: Tau?=0; Chi*=0.07, df=2(P=0.97); 1>=0%
Test for overall effect: Z=0.23(P=0.82)

Favours control -1 05 0 0.5 1 Favours intervention

Analysis 4.3. Comparison 4 Harm, Outcome 3 Harm, 1CC=0.2.

Study or subgroup Inter- Control Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
4.3.1 Anxiety or fear
Blumberg 1991 0 0 -0.1(0.854) 6.57% -0.05[-1.72,1.62]
Dawson 1987 0 0 -0.2 (0.804) + 7.42% -0.15[-1.73,1.42]
Lee 1998 0 0 -0(0.236) - 86.01% -0.01[-0.48,0.45]
Subtotal (95% CI) - 100% -0.03[-0.46,0.4]
Heterogeneity: Tau?=0; Chi>=0.03, df=2(P=0.99); 1>=0%
Test for overall effect: Z=0.12(P=0.9)
Favours control 2 -1 0 1 2 Favours intervention
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Comparison 5. Disclosures

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1 Disclosures, no correction for 3 1788 0Odds Ratio (M-H, Random, 3.56[1.13,11.24]
clustering 95% Cl)
2 Disclosures, ICC=0.1 3 1788 0Odds Ratio (Random, 95% Cl) 3.04[0.75,12.33]
3 Disclosures, ICC=0.2 3 1788 0Odds Ratio (Random, 95% Cl) 2.95[0.69, 12.61]
Analysis 5.1. Comparison 5 Disclosures, Outcome 1 Disclosures, no correction for clustering.
Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Random, 95% CI M-H, Random, 95% CI
Del Campo Sanchez 2006 10/193 2/105 —B— 56% 2.81[0.6,13.09]
Kolko 1989 20/191 0/30 + > 16.5% 7.29[0.43,123.77]
Oldfield 1996 4/658 1/611 —_— 27.49% 3.73[0.42,33.47]
Total (95% Cl) 1042 746 - 100% 3.56[1.13,11.24]
Total events: 34 (Intervention), 3 (Control)
Heterogeneity: Tau?=0; Chi*=0.36, df=2(P=0.84); 1>=0%
Test for overall effect: Z=2.16(P=0.03)
Favours control ~ 0-01 0.1 1 10 100 Favours intervention

Analysis 5.2. Comparison 5 Disclosures, Outcome 2 Disclosures, 1CC=0.1.

Study or subgroup Inter- Control log[Odds Odds Ratio Weight 0dds Ratio
vention Ratio]
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Del Campo Sanchez 2006 193 105 1(0.784) ——.— 83.02% 2.81[0.61,13.09]
Kolko 1989 191 30 2 (3.454) + ; 4.28% 7.29[0.01,6352.52]
Oldfield 1996 658 611 1.3(2.005) 12.71% 3.73[0.07,189.79]
Total (95% CI) e 100% 3.04[0.75,12.33]
Heterogeneity: Tau?=0; Chi>=0.08, df=2(P=0.96); 1>=0%
Test for overall effect: Z=1.56(P=0.12)
Favours control ~ 0-001 0.1 1 10 1000 Favours intervention

Analysis 5.3. Comparison 5 Disclosures, Outcome 3 Disclosures, 1CC=0.2.

Study or subgroup Inter- Control log[Odds 0dds Ratio Weight 0dds Ratio
vention Ratio]
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Del Campo Sanchez 2006 193 105 1(0.784) +.— 89.37% 2.81[0.61,13.09]

Favours control ~ 0-001

0.1 1 10 1000

Favours intervention
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Study or subgroup Inter- Control log[Odds 0dds Ratio Weight 0dds Ratio

vention Ratio]

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Kolko 1989 191 30 2(4.666) 4 + ) 25% 7.29[0,68342.01]
Oldfield 1996 658 611 1.3 (2.605) + 8.1% 3.73[0.02,615.3]
Total (95% Cl) e 100% 2.95[0.69,12.61]
Heterogeneity: Tau?=0; Chi*=0.05, df=2(P=0.98); 1>=0%
Test for overall effect: Z=1.46(P=0.14) ‘ ‘ ‘ ‘

Favours control ~ 0-001 0.1 1 10 1000 Favours intervention
ADDITIONAL TABLES
Table 1. Previous reviews
Meta-analyses Systematic reviews Narrative reviews Systematic re-

views of reviews

Berrick 1992 Duane 2002 Albers 1991 Mikton 2009
Davis 2000 Kenny 2008 Carroll 1992

Heidotting 1994 MaclIntyre 2000 Conte 1986

Rispens 1997 MacMillan 1994 Daro 1991

Zwi 2007 Topping 2009 Daro 1994

Finkelhor 2007
Finkelhor 1992
Hébert 2004
Kolko 1988
O'Donohue 1992
Reppucci 2005
Reppucci 1991
Roberts 1999
Sanderson 2004
Wourtele 2002

Wurtele 1987b

APPENDICES

Appendix 1. Search strategies for the period 2006 to 2014
CENTRAL 2014, Issue 8, last searched 8 September 2014, limited to publication years 2013 to 2014 (47 records)

Previous searches
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CENTRAL 2013(9), searched 2 September 2013, limited to publication years 2012 to 2013 (19 records)
CENTRAL 2012(3), searched 4 April 2012, limited to publication years 2006 to 2012 (160 records)

#1 MeSH descriptor Child Abuse, Sexual, this term only
#2 MeSH descriptor Rape, this term only

#3 MeSH descriptor Incest, this term only

#4 MeSH descriptor Sex Offenses, this term only

#5 molest™ or rape* or incest*

#6 sex* near/3 (crim* or abuse* or assault* or offen* or exploit* or victim* or coerc* or maltreat*)
#7 (groom* near/3 (child* or online or sex*))

#8 (online near/3 solicit)

#9 (#2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8)

#10 MeSH descriptor Adolescent, this term only

#11 child NEAR MEsh

#12 (child* or boy* or girl* or adolescen* or teen* or youth* or young NEXT people or young NEXT person* OR school* or pupil* or student*
or college*)

#13 (#10 OR #11 OR #12)

#14 (#9 AND #13)

#15 (#1 OR #14)

Ovid MEDLINE(R) 1946 to August Week 4 2014, last searched 8 September 2014 (160 records)
Previous searches

1946 to August Week 3 2013, searched 2 September 2013 (258 records)
1946 to March Week 3 2012, searched 4 April 2012 (757 records)

1 Child Abuse, Sexual/

2 sex offenses/

3rape/

4 incest/

5 molestS.tw.

6 rapeS.tw.

7 incestS$.tw.

8 (sex$ adj3 crim$).tw.

9 (sex$ adj3 abuse$).tw.
10 (sex$ adj3 assault$).tw.
11 (sex$ adj3 offens).tw.
12 (sex$ adj3 exploit$).tw.
13 (sex$ adj3 victim$§).tw.

14 (sex$ adj3 coerc$).tw.

School-based education programmes for the prevention of child sexual abuse (Review) 89
Copyright © 2015 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



c Coch rane Trusted evidence.
= . Informed decisions.
] Ll b ra ry Better health.

Cochrane Database of Systematic Reviews

15 (sex$ adj3 maltreat$).tw.

16 (groom$ ad;j3 (online or child$ or sex$)).tw.
17 (online adj3 solicit$).tw.

18 or/2-17

19 exp child/

20 adolescent/

21 (child$ or boy$ or girl$ or adolescen$ or teen$ or youth$ or young people or young persons$ or pupil$ or student$ or school$ or college

S).tw.

22 or/19-21

2318 and 22

241o0r23

25 randomized controlled trial.pt.

26 controlled clinical trial.pt.

27 randomi#ed.ab.

28 placebo$.ab.

29 drug therapy.fs.

30 randomly.ab.

31trial.ab.

32 groups.ab.

33 0r/25-32

34 exp animals/ not humans.sh.

3533 not34

3624 and 35

37 limit 36 to yr="2006 -Current" [limits applied April 2012]

38 limit 36 to ed=20120301-20130902 [limits applied Sept 2013]
39 limit 36 to ed=ed=20130901-20140908 [limits applied Sept 2014]
EMBASE (OVID) 1980 to 2014 Week 36, searched 8 September 2014 (320 records)
Previous searches

1980 to 2013 Week 35, searched 2 September 2013 (400 records)
1980 to 2012 Week 13, searched 4 April 2012 (1118 records)

1 child sexual abuse/

2 exp sexual crime/

3rapeS.tw.

4 incestS.tw.

5 (sex$ adj3 offen$).tw.
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6 (sex$ adj3 abus$).tw.

7 (sex$ adj3 assault$).tw.

8 (sex$ adj3 molest$).tw.

9 (sex$ adj3 coerc$).tw.

10 (sex$ adj3 crim$).tw.

11 (sex$ adj3 victim$).tw.
12 (sex$ adj3 exploit$).tw.
13 (sex$ adj3 maltreat$).tw.
14 (groom$ adj3 (online or child$ or sex$)).tw.
15 (online ad;j3 solicit$).tw.
16 or/2-15

17 exp child/

18 adolescent/

19 (child$ or school$ or boy$ or girl$ or adolescen$ or teen$ or youth$ or young people or young person$ or pupil$ or student$ or college
S).tw.

2017o0r18o0r19

2116and 20

221or21

23 exp Clinical trial/

24 Randomized controlled trial/

25 Randomization/

26 Single blind procedure/

27 Double blind procedure/

28 Crossover procedure/

29 Placebo/

30 Randomit#ed.tw.

31 RCT.tw.

32 (randoms$ adj3 (allocat$ or assign$)).tw.
33 randomly.ab.

34 groups.ab.

35 trial.ab.

36 ((singl$ or doubl$ or trebl$ or tripl$) adj3 (blind$ or mask$)).tw.
37 Placebo$.tw.

38 Prospective study/ (248367)

39 (crossover or cross-over).tw.
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40 prospective.tw.

41 0r/23-40

4222 and 41

43 limit 42 to yr="2006 -Current" [limits applied April 2012]

44 limit 42 to em=201214-201335 [limits applied Sept 2013]

45 limit 42 to em=201335-201436 [limits applied Sept 2014]
PsycINFO (OVID) 1967 to September Week 1 2014 (102 records)

Previous searches
1967 to August Week 4 2013, last searched 2 September 2013 (118 records)
1967 to March Week 4, searched 4 April 2012 ( 378 records)

1 exp sexual abuse/

2 sex offenses/

3 molestS.tw.

4 rapeS.tw.

5incestS.tw.

6 (sex$ adj3 crim$).tw.

7 (sex$ adj3 abuse$).tw.

8 (sex$ adj3 assault$).tw.

9 (sex$ adj3 offen$).tw.

10 (sex$ adj3 exploit$).tw.

11 (sex$ adj3 victim$).tw.

12 (sex$ adj3 coerc$).tw.

13 (sex$ adj3 maltreat$).tw.

14 (grooms$ ad;j3 (online or child$ or sex$)).tw.

15 (online adj3 solicit$).tw.

16 or/1-15

17("100" or "160" or "180" or "200").ag.

18 (child$ or boy$ or girl$ or adolescen$ or teen$ or youth$ or young people or young person$ or pupil$ or student$ or school$ or college
$).tw.

1917 o0r18

2016 and 19

21 clinical trials/

22 (randomis$ or randomiz$).tw.

23 (random$ adj3 (allocat$ or assign$)).tw.

24 ((clinic$ or control$) adj trial$).tw.

25 ((singl$ or doubl$ or trebl$ or tripl$) adj3 (blind$ or masks$)).tw.
26 (crossover$ or "cross over$").tw.

27 random sampling/

28 Experiment Controls/

29 Placebo/

30 placebo$.tw.

31 exp program evaluation/

32 treatment effectiveness evaluation/

33 ((effectiveness or evaluat$) adj3 (stud$ or research$)).tw.

34 school based intervention/

350r/21-34

3620 and 35

37 limit 36 to yr="2006 -Current" [limits applied April 2012]

38 limit 36 to up=20120301-20130902 [limits applied Sept 2013]
39 limit 36 to up=20130901-20140908 [limits applied Sept 2014]

—~ o~ — —

CINAHL (EBSCOhost) 1937 to current, last searched 8 September 2014 and limited to EM 20130901 onwards (98 records)
Previous searches

1937 to current, searched 2 September 2013 and limited to EM 20120301 onwards (201 records)
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1937 to current, searched 4 April 2012 and limited to EM 20060801 onwards (526 records)

S38519 and S37

S37 520 or S21 or S22 or S23 or S24 or S25 or S26 or S27 or S28 or S29 or S30 or S31 or S32 or S33 or S34 or S35 or S36
S36 (MH "Evaluation Research") OR (MH "Summative Evaluation Research") OR (MH "Program Evaluation")

S35 (MH "Treatment Outcomes")

S34 (MH "Comparative Studies")

S33 Tl (compar* stud* or compar* research*) or AB (compar* stud* or compar* research*) or Tl (evaluat* study or evaluat* research) or
AB (evaluate* study or evaluat* research) or Tl (effectiv* study or effectiv* research) or AB (effectiv* study or effectiv* research) OR TI
(prospectiv* study or prospectiv* research) or AB(prospectiv* study or prospectiv* research) or Tl (follow-up study or follow-up research)
or AB (follow-up study or follow-up research)

$32 "cross over*"

S31 crossover*

S30 (MH "Crossover Design")

S29 (tripl* N3 mask*) or (tripl* N3 blind*)
S28 (trebl* N3 mask*) or (trebl* N3 blind*)
S27 (doubl* N3 mask*) or (doubl* N3 blind*)
S26 (singl* N3 mask*) or (singl* N3 blind*)
S25 (clinic* N3 trial*) or (control* N3 trial*)
S24 (random* N3 allocat* ) or (random* N3 assign*)
S23 randomis* or randomiz*

S22 (MH "Meta Analysis")

S21 (MH "Clinical Trials+")

$20 MH random assignment

S19S1orS18

S18 S14 and S17

S17 S150rS16

$16 (child* or schoolchild* or schoolboy* or schoolgirl* or adolescen* or teen* or youth* or young people or young person* or pre-school*
or preschool* or pupil* or student* or kindergarten*)

S15 AG adolescent or AG child

S14 S2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13
S13 (groom* N3 online) or (groom* N3 child*) or (groom* N3 sex*)

S12 (online N3 solicit*)

S11 (sex* N3 maltreat*)

S10 (sex* N3 coerc*)

S9 (sex* N3 victim*)

S8 (sex™ N3 exploit*)

S7 (sex* N3 offen*)
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S6 (sex* N3 assault*)

S5 (sex* N3 abuse*)

S4 (sex* N3 crim*)

S3 rape* or incest* or molest*

S2 (MH "Rape") OR (MH "Incest")
S1 (MH "Child Abuse, Sexual")

Social Science Citation Index (SSCI), 1970 to 29 August 2014, last searched 8 September 2014, limited to publication years 2013 to 2014
(777 records)

Previous searches
1970 to 30 August 2013, last searched 2 September 2013, limited by Processing Date 2012-03-01 to 2013-09-02 (661 records)
1970 to 30 March 2012, searched 4 April 2012, no limits applied as not searched for original review (4543 records)

#7 #6 AND #5 AND #4
#6 TS=(random* or control* or trial* or group* or blind* or RCT )

# 5 TS= (child* or boy* or girl* or adolescen* or teen* or youth* or "young person*" or "young people" OR school* or college* OR pupil*
or student*)

#4#3 OR#2 OR #1

# 3 TS=(online* NEAR/3 solicit*)

#2 TS=((groom*) NEAR/3 (online* OR child* or sex*))

# 1 TS=((sex*) NEAR/3 (crime or crimes or abus* OR assault* or offenc* or offens* or exploit* or victim* or coerc* or maltreat*))

Sociological Abstracts (ProQuest), 1952 to current, last searched 3 September 2013, limited by publication year 2012 to current (91
records)

Previous searches
25 July 2012, limited to publication year 2006 to 2012 ( 242 records)

(TI(molest* OR rape* OR incest*) OR AB(molest* OR rape* OR incest*) OR TI((groom* NEAR/3 (child* OR online OR sex*)) OR (online NEAR/3
solicit)) OR AB((groom* NEAR/3 (child* OR online OR sex*)) OR (online NEAR/3 solicit)) OR AB (sex* NEAR/3 (crim* OR abuse* OR assault*
OR offen* OR exploit* OR victim* OR coerc* OR maltreat*)) OR TI(sex* NEAR/3 (crim* OR abuse* OR assault* OR offen* OR exploit* OR
victim* OR coerc* OR maltreat*)) OR SU.EXACT(Child Sexual Abuse) OR SU.EXACT("Incest")) AND (AB(child* OR school* OR kindergarten*
ORboy* OR girl* OR adolescen* OR teen* OR youth* OR "young people" OR "young person*" OR preschool* OR "pre-school*" OR pupil* OR
student® OR college*) OR TI(child* OR school* OR kindergarten* OR boy* OR girl* OR adolescen* OR teen* OR youth* OR "young people" OR
"young person*" OR preschool* OR "pre-school*" OR pupil* OR student* OR college*)) AND (AB(random* OR group* OR trial* OR control*
OR placebo* OR prospective OR "cross over" OR crossover OR blind* OR RCT) OR Tl(random* OR group* OR trial* OR control* OR placebo*
OR prospective OR "cross over" OR crossover OR blind* OR RCT))

Conference Proceedings Citation Indexes (CPCI-S and CPCI-SSH), 1990 to 29 August 2014, last searched 8 September 2014 (7 records)

Previous searches
1990 to 30 August 2013, searched 2 September 2013 (15 records)
1970 to 30 March 2012, searched 4 April 2012, no limits applied as not searched for original review. (221 records)

#7 #6 AND #5 AND #4
#6 TS=(random* or control* or trial* or group* or blind* or RCT )

# 5 TS= (child* or boy* or girl* or adolescen* or teen* or youth* or "young person*" or "young people" OR school* or college* OR pupil*
or student™)

#4#1 OR#2 OR#1

# 3 TS=(online* NEAR/3 solicit*)
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#2 TS=((groom*) NEAR/3 (online* OR child* or sex*))

# 1 TS=((sex*) NEAR/3 (crime or crimes or abus* OR assault* or offenc* or offens* or exploit* or victim* or coerc* or maltreat*))
ERIC (EBSCOhost), 1966 to current, last searched 8 September 2014, limited by entry date = 1 January 2013 or later ( 206 records)

S22 S12 AND S15AND S21

S$21S16 ORS17 OR S18 OR S19 OR S20

S20 random* OR intervention* OR experiment* OR trial*

S19 ((evaluat* OR compar* OR blind*) N5 (study OR studies OR research))

S18 "follow up" or followup

S17 prospective

S16 ((DE "Control Groups" OR DE "Longitudinal Studies" OR DE "Program Effectiveness" OR DE "Program Evaluation" OR DE "Experimental
Groups") OR (DE "Followup Studies")) OR (DE "Comparative Analysis")

S15S13 ORS14

S14 (child* OR boy* OR girl* OR adolescen* OR teen* OR youth* OR "young person*" OR "young people" OR school* OR college* OR pupil*
OR student*)

S13 DE "Children" OR DE "Preadolescents" OR DE "Young Children" OR DE "Preschool Children" OR DE "Adolescents"
S12S1ORS20ORS3 ORS4 ORS50R S6 ORS70ORS80ORS9ORS100RS11

S11 (groom* N3 online) or (groom* N3 child*) or (groom* N3 sex*)

S10 (online N3 solicit*)

S9 (sex* N3 maltreat™)

S8 (sex* N3 coerc?*)

S7 (sex* N3 victim*)

S6 (sex™ N3 exploit*)

S5 sex* N3 offen*

S4 (sex* N3 assault*)

S3 (sex* N3 abuse*)

S2 (sex* N3 crim®)

S1 (DE "Sexual Abuse" OR DE "Child Abuse" OR DE "Rape")

ERIC (ProQuest), 1966 to current, last searched 3 September 2013, limited by PY=2012-2013 ( 206 records)

Previous searches
1966 to current, searched 15 May 2012, limited to entry date 2006 or later, (1357 records)

*1 *1

(("sex* coerc*" OR "sex* crim*" OR "sex* molest*" OR "sex* assault* OR "sex* abus*" OR "sex* offen*" OR "sex* victim*" OR
"sex* maltreat*" OR incest* OR rape*) OR (SU.EXACT("Sexual Abuse") OR SU.EXACT("Child Abuse") OR SU.EXACT("Rape"))) AND
(SU.EXACT("Longitudinal Studies") OR SU.EXACT("Control Groups") OR SU.EXACT("Program Effectiveness") OR SU.EXACT("Experimental
Groups") OR SU.EXACT("Followup Studies") OR SU.EXACT("Comparative Analysis") OR prospective OR "follow up" OR ((evaluat* OR
compar® OR blind*) NEAR/5 (study OR studies OR research)) OR ((compar* OR control*) NEAR/5 group*) OR random* OR intervention* OR
experiment* OR trial*) AND (child* OR boy* OR girl* OR adolescen* OR teen* OR youth* OR "young person*" OR "young people" OR school*
OR college* OR pupil* OR student*)

DARE, 2014 (3), part of The Cochrane Library , last searched 8 September 2014 (6 records)
Previous searches

DARE 2013(3), searched 2 September 2013 (5 records)
DARE 2012(2), searched 4 April 2012 ( 2 records)

#1 MeSH descriptor Child Abuse, Sexual, this term only

#2 MeSH descriptor Rape, this term only

#3 MeSH descriptor Incest, this term only

#4 MeSH descriptor Sex Offenses, this term only

#5 molest™ or rape* or incest*

#6 sex™ near/3 (crim* or abuse* or assault* or offen* or exloit* or victim* or coerc* or maltreat*)

#7 (groom* near/3 (child* or online or sex*))
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#8 (online near/3 solicit)

#9 (#2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8)
#10 MeSH descriptor Adolescent, this term only
#11 child NEAR MEsh

#12 (child* or boy* or girl* or adolescen* or teen* or youth* or young NEXT people or young NEXT person* OR school* or pupil* or student*
or college*)

#13 (#10 OR #11 OR #12)
#14 (#9 AND #13)
#15 (#1 OR #14)

NDLTD (SCIRUS) ndltd.org/serviceproviders/scirus-etd-search, last searched 3 September 2013 (no new records). Not available in
September 2014 and no longer available via SCIRUS

Previous searches
4 April 2013, all available years (9 records)

title:sex* AND title:abuse* AND (title:school* OR title:college®)
Limited to Theses and dissertations and by year 2012 to 2013
ClinicalTrials.gov, clinicaltrials.gov/, searched 9 September 2014, limited to records added since 1 September 2013 (15 records)

Previous searches
3 September 2013, limited to records added since 1 March 2012 (9 records)
5 April 2012, searched all years as not searched for original review (22 records)

Sex abuse school | Interventional Studies | Child |
ICTRP apps.who.int/trialsearch/, last searched searched 9 September 2014, limited to records registered since 1 September 2013 (1 record)
Previous searches

3 September 2013 (no new records)
3 April 2012, no limits applied as not searched for original review (no records)

Condition: sex abuse
Intervention: School

Australasian Theses (via TROVE) trove.nla.gov.au/, last searched 9 September 2014, limited to publication year 2013 to 2014 (no new
records)

Previous searches

3 September 2013, limited to publication year 2012 to 2013 (no new records)
3 April 2012, no limits applied as not searched for original review (9 records)

All words: SEX* ABUSE* SCHOOL* in TITLE and limited to Dissertations

Appendix 2. Search strategies up to August 2006

Cochrane Central Register of Controlled Trials (CENTRAL) (2006, Issue 3)
CHILD

CHILD*

TEENAGE*

ADOLESCEN*

(((#1 or #2) or #3) or #4)

SEX OFFENSES

RAPE

INCEST*
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(SEX* near OFFENCE™)
(SEX* near OFFENSE*)
(SEX* near ABUS*)
(SEX* near ASSAULT?)
(SEX* near MOLEST™)
(SEX* near CRIM*)
(SEX* near COERC*)
(((((((((#6 or #T) or #8) or #9) or #10) or #11) or #12) or #13) or #14) or #15
(#5 and #16)

MEDLINE (via OVID) searched 1966 to August 2006
1 exp child/

2 child$.tw.

3 adolescen$.tw.

4 teenage$.tw.

5lor2or3or4

6 exp Sex offenses/

7 Incest/

8 (sex$ adj5 offen$).tw.

9 (sex$ adj5 abusS$).tw.

10 (sex$ adj5 assault$).tw.

11 (sex$ adj5 molest$).tw.

12 (sex$ adj5 coerc$).tw.

13 (sex$ adj5 crim$).tw.

14 incestS.tw.

15 rape.tw.
166or7or8or9orl0orllorl2orl3orl4orl5s
175and 16

18 randomized controlled trial.pt.
19 controlled clinical trial.pt.

20 Randomized controlled trials/
21 random allocation.sh.

22 double blind method.sh.

23 single-blind method.sh.

24 0r/18-23

25 (animal not human).sh.

26 24 not 25

27 clinical trial.pt.

28 exp Clinical trials/

29 (clin$ adj25 trial$).ti,ab.

30 ((singl$ or doubl$ or trebl$ or tripl$) adj (blind$ or
mask$)).ti,ab.

31 placebos.sh.

32 placebo08

33 randomS.ti,ab.

34 research design.sh.
350r/27-34

3635not25

3736 not 26

38 comparative study.sh.

39 exp evaluation studies/

40 follow up studies.sh.

41 prospective studies.sh.

42 (control$ or prospectiv$ or volunteer$).ti,ab.
43 or/38-42

44 43 not 25

45 44 not (26 or 37)

4626 or 37 0or45

4717 and 46

EMBASE (via OVID) searched 1980 to August 2006
1 Controlled study/
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2 Clinical trial/

3 Major clinical study/

4 random$.tw.

5 Randomized controlled trial/
6 trial$.tw.

7 comparS.tw.

8 control$.tw.

9 study.tw.

10 follow-up.tw.

11 clinicS.tw.

12 blind$.tw.

13 Double blind procedure/
14 placebo$.tw.

15 Clinical article/

16 Placebo/

17 doubl$.tw.

18 or/1-17

19 exp child/

20 exp adolescent/

21 child$.tw.

22 adolescen$.tw.

23 teenage$.tw.
24190r200r21or22o0r23
25 exp sexual abuse/

26 exp Child abuse/

27 exp sexual crime/

28 rapeS.tw.

29 incestS.tw.

30 (sex$ adj5 offen$).tw.

31 (sex$ adj5 abus$).tw.

32 (sex$ adj5 assault$).tw.
33 (sex$ adj5 molestS).tw.
34 (sex$ adj5 coerc$).tw.

35 (sex$ adj5 crim$).tw.
36250r260r27or28or29or300r31lor32o0r33o0r34or35
3724 and 36

3837and 18

— e~ — —

CINAHL (via OVID) searched 1982 to August 2006

1 Experimental Studies/

2 exp Clinical trials/

3 ((control$ or clinic$ or prospectiv$) adj5 (trial$ or study or studies)).tw.
4 ((allocat$ or assign$ or divid$) adj5 (condition$ or experiments$ or treatment$ or control$ or group$)).tw.
5 ((singl$ or doubl$) adj (blind$ or mask$)).tw.

6 cross?overS.tw.

7 placebo$.tw.

8 (compars$ adj5 (trial$ or study or studies)).mp. [mp=title, cinahl subject heading, abstract, instrumentation]
9 exp Clinical research/

10 Comparative studies/

11 exp Evaluation research/

12 exp "control (research)"/

13 Random assignment/

14 exp Prospective studies/

15 exp Evaluation research/

16 randomS.tw.

17 exp Sexual abuse/

18 rape.tw.

19 incest$.tw.

20 (sex$ adj5 offen$).tw.

21 (sex$ adj5 abusS$).tw.

22 (sex$ adj5 assault$).tw.

23 (sex$ adj5 molest$).tw.
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24 (sex$ adj5 coerc$).tw.
25 (sex$ adj5 crim$).tw.
26 or/17-25

27 exp Child/

28 child$.tw.

29 adolescen$.tw.

30 teenage$.tw.
310r/27-30

3226and 31

33 0r/1-16

3432 and 33

PsycINFO searched 1984 to August 2006

1 "RANDOMS".mp.

2 (randomS$ adj (alloc$ or assign$ or divid$)).mp. [mp=title, abstract, heading word, table of contents, key phrase identifiers]
3 (randomS$ adj (trial$ or study or studies)).mp. [mp=title, abstract, heading word, table of contents, key phrase identifiers]

4 ((control$ or clinic$ or prospectiv$) adj5 (trial$ or study or studies)).mp. [mp=title, abstract, heading word, table of contents, key phrase
identifiers]

5 ((allocat$ or assign$ or divid$) adj5 (condition$ or experiment$ or treatment$ or control$ or group$)).mp. [mp=title, abstract, heading
word, table of contents, key phrase identifiers]

6 ((singl$ or double$) adj (blind$ or mask$)).mp. [mp=title, abstract, heading word, table of contents, key phrase identifiers]
7 "CROSS?0VER".mp.

8 exp placebo/

9 (compar$ adj5 (trial$ or study or studies)).mp. [mp=title, abstract, heading word, table of contents, key phrase identifiers]
10 (health or medicine orillness).sh.

118and9

121or2or3ord4or5or6or7or8orll

13 "child"/

14 "CHILDS".mp.

15 exp adolescents/ or "teenager".mp.

16 14 or 15

17 exp sexual abuse/

18 exp incest/ or exp rape/ or exp sex offenses/ or exp victimization/ or "sexual assault".mp.

1917 0r18

2012 and 16 and 19

Sociological Abstracts (via Cambridge Scientific Abstracts) searched 1963 to August 2006

((sex* near3 coerc*) or (sex* near3 crim*) or (sex* near3 assault*) or (sex* near3 abus*) or (sex* near3 molest*) or (sex* near3 offense*) or
(sex* near3 offence*) or ("Incest-" in DE) or (incest*) or ("Rape-" in DE) or (rape) or (explode "Child-Sexual-Abuse" in DE)) and ((( ((control*
or clinic* or prospectiv*) near5 (trial* or study or studies)) in AB )or( ((control* or clinic* or prospectiv*) near5 (trial* or study or studies))
in TI)) or (( (random*) in AB )or( (random*) in TI)) or (( (random* near (trial* or study or studies)) in AB )or( (random* near (trial* or study
or studies)) in Tl )) or (( (random* near (allocat* or assign* or divid*)) in AB )or( (random* near (allocat* or assign* or divid*)) in Tl )) or
(( (compar* near5 (trial* or study or studies)) in AB )and( compar* near5 (trial* or study or studies) )) or (placebo*) or (( (cross?over) in
AB )and( (cross?over) in Tl)) or (( ((singl* or doubl*) near (blind* or mask*)) in AB )and( ((singl* or doubl*) near (blind* or mask*)) in TI)) or
(( ((allocat™ or assign* or divid*) near5 (condition* or experiment* or treatment* or control* or group*)) in AB )and( ((allocat* or assign* or
divid*) near5 (condition* or experiment* or treatment* or control* or group*)) in Tl ))) and ((adolescen*) or (teen*) or (child*) or (explode
"Children-"in DE) or (explode "Adolescents-" in DE))

WHAT'S NEW

Date Event Description
11 February 2015 New citation required but conclusions We added 10 additional trials. We excluded one trial from the
have not changed original review.
11 February 2015 New search has been performed We conducted an updated search for new studies.
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HISTORY

Protocol first published: Issue 3, 2003
Review first published: Issue 3, 2007

Date Event Description

25 October 2013 New search has been performed Full update.

12 November 2008 Amended Converted to new review format.
22 May 2007 Amended Minor update.

10 May 2007 New citation required and conclusions Substantive amendment.

have changed
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DIFFERENCES BETWEEN PROTOCOL AND REVIEW
There are five main differences between the protocol, Zwi 2003, and the review update.

1. Types of outcome measures. On p 2 of the review protocol, five outcomes were specified: (i) the development of protective behaviours;
(i) knowledge of sexual abuse and abuse prevention concepts; (iii) retention of knowledge over time; (iv) parental or child anxiety; and
(v) disclosure of sexual abuse by child or adolescent during or after participating in programmes. In this review update we reported on
six more precise outcomes: (i) protective behaviours; (ii) knowledge (questionnaire-based knowledge and vignette-based knowledge);
(i) retention of protective behaviours over time; (iv) retention of knowledge over time; (v) harm manifesting as parental or child anxiety
or fear; and (vi) disclosures of past or current child sexual abuse.

2. Measures of treatment effect. On p 4 of the review protocol, calculation of odds ratios (OR) for dichotomous outcomes was specified in
strategies for data synthesis, while relative risk (RR) and risk difference (RD) were specified for reporting on dichotomous measures of
treatment effects. In this review update, we used the OR as this is the statistic used most often in this field and for ease of interpretation.
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. Unitofanalysisissues. On p 4 of the review protocol, we indicated we would adjust for unit of analysis errors where the ICC was available.
However, ICCs were not reported in the studies or available from study authors. Instead, we used estimates of 0.1 and 0.2 that had been
previously used in a review of school-based violence prevention programmes (Mytton 2006).

. Dealing with missing data. Requirements for Cochrane Reviews have changed since this study's protocol was written. In this review
update we identified the following types of missing data: missing outcomes, missing summary data, and missing participants. For
missing outcomes (e.g. disclosures, adverse outcomes) and missing summary data (i.e. group size totals, means, standard deviations
(SDs)), we contacted corresponding study authors to provide outstanding data.

. Data synthesis. Before starting the 2015 update of this review we had intended to combine data with a fixed effect model in the absence
of moderate statistical heterogeneity (I square <30%) and to adopt a random effects model where | square exceeded this threshold.
Further consideration of the differences between the characteristics of the included studies prompted us to revise this approach. We
decided to use a random effects model throughout the review in the expectation that variation between the results of the studies
represented a distribution of related intervention effects.

. Subgroup analyses. On p 4 of the review protocol, we specified the conduct of subgroup analyses to determine differential effects
according to participant age, gender and previous reported abuse, and intervention type (passive or active involvement of participants).
Subgroup analyses were only conducted for age, but not for other variables, as there was insufficient information provided in the
included studies.

NOTES

This review is co-registered within the Campbell Collaboration.

INDEX TERMS

Medical Subject Headings (MeSH)

*Schools; Child Abuse, Sexual [*prevention & control]; Health Knowledge, Attitudes, Practice; Program Evaluation; Randomized
Controlled Trials as Topic

MeSH check words

Adolescent; Child; Humans
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